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The encephalon is essentially an ectodermal organ, being de- 
rived from the epiblast in the developing embryo. Very early, 
however, practically as soon as the cerebral vesicle appears and 
the hemispheres become differentiated, the ectodermal organ is 
surrounded by a mesodermal sheath, from which arise later the 
two membranes,—the dura and the pia-arachnoid. This develop- 
ment and differentiation can be well followed by examining a 
cross-section of the cord region in an early embryonic chick. 
As soon as the medullary ridges are formed and begin extending 
dorsally, the underlying mesoblast pushes into them, and when 
they finally coalesce to form the neural tube, the latter is com- 
pletely surrounded by a mesoblastic layer, shutting it off from its 
original connection with the superficial epiblast which goes to the 
formation of the integumental structures. This enclosing meso- 
blastic sheath is continuous in front with the common mesoblast 
which gives rise to the vascular, muscular, and other mesodermal 
systems, but becomes narrow as it follows the neural tube dor- 
sally, and at the point of closure of the latter presents as a delicate 
membrane-like structure. Reference to the accompanying sche- 
mata will recall clearly these relations. (Plate VI.) 

The innermost portion of this mesoblastic sheath lying adjacent 
to the neural tube enters at once into the formation of the rudi- 
mentary pia-arachnoid, all of whose constituent elements are 
derivatives of a single cell-type, the branching embryonic con- 
nective-tissue cell. Following the law of adaptation by which 
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cells, which through accident of position or by reason of inherent 
geotropic tendencies come to possess particular relationships, at 
once assume more or less specific and characteristic morphologic 
if not chemical peculiarities, the earliest differentiation within the 
embryonic pia-arachnoid is observed to take place among the 
elements of the sheath nearest the neural tube. These assume the 
spindle-form and arrange themselves end to end to form the 
membrana limitans meningea interna, to which still remain at- 
tached the anastomosing processes of adjacent mesoblastic cells. 
This embryonic limiting membrane may be regarded as a differ- 
entiated product of cell protoplasm,—a katabiotic product in 
WEIGERT’s sense. In the cells contributing to its formation re- 
gressive changes are not infrequently demonstrable. 

Very soon the connective-tissue cells of the inner zone of the 
mesoblastic sheath are seen to be disposing themselves so as to 
form wide round, oval or elongated spaces,—the primitive blood- 
channels of the pia-arachnoid, which may soon become so numer- 
ous as to form an almost unbroken chain of wide lumina occupy- 
ing the inner portion of this membrane, adjacent to the epiblastic 
layer of the neural tube or cerebral hemispheres. (Plate VIII.) 
These rudimentary blood-channels differ very little from the 
remaining cavities in the arachnoid mesh, their boundaries being 
merely a little more regular and better defined by reason of more 
elements taking part in their formation than is the case with the 
arachnoid spaces. (The term arachnoid is here used simply as 2 
descriptive adjective to indicate the web-like structure of the 
mesodermal mesh, and not to designate a separate membrane or 
any part particularly of the enclosing mesodermal sheath.) The 
rudimentary vessel walls are represented at first by a single layer 
of cells, and these maintain all the characteristics of the surround- 
ing stroma-cells, with which their processes anastomose freely. 
(Plate IX.) As soon as the lumina are closed, erythrocytes ap- 
pear within them, displaying many nucleated forms. 

From the chain of dilated lumina running along the inner 
boundary of the pia, perpendicular off-shoots soon appear and 
penetrate the underlying nervous parenchyma. These vascular 
cavities likewise consist of wide channels, whose walls are formed 
by a single layer of connective tissue cells, which gradually change 
somewhat their character to suit their new environment and func- 
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tion, and are henceforth to be known as endothelial cells. Mitoses 
are frequent both in the stroma-cells of the pia-arachnoid, and in 
the mural elements of the rudimentary vessels. 

While these alterations are going on in the inner zone of the 
enclosing arachnoidal sheath, changes of a different nature are 
taking place in its outer layers; so that very early three lamina 
with morphologically distinct characters are differentiated, the 
middle one of which alone still presents the primitive features of 
the mesoblastic sheath. While lumina are being formed in such 
numbers in the inner zone, a few are laid down at irregular 
intervals throughout the middle zone, although here by no means 
so numerous, while more externally the connective-tissue elements 
are assuming elongated forms and crowding together with long 
axes parallel, giving rise to a very close mesh with long but ex- 
tremely narrow spaces, in contradistinction to the loose irregular 
reticulum of the pia-arachnoid. From this external layer comes 
the primitive dura, which is soon separated from the pia-arach- 
noid by a fairly sharp line of demarkation, and in many places by 
a narrow clear zone. (Plate VIII.) Thus the inner portion of the 
mesoblastic sheath is early divided into two layers,—an outer one, 
which becomes the dura, and is poorly vascularised, and an inner 
one, which becomes the richly vascular pia-arachnoid. In the 
thickness of the latter, however, no separating line can be drawn 
subdividing it into two membranes. 

The pia-arachnoid then from a developmental viewpoint, is a 
single membrane consisting of a loose reticulum, the trabecule of 
which are formed by-the branching and anastomosing processes 
of connective-tissue cells. At the outer and inner borders these 
cells tend to arrange themselves horizontally to form limiting 
membranes. The blood-vessels, which owe their origin to the 
same elements, are situated for the most part, but by no means 
exclusively, along the inner border of the membrane. 

In places where the space between the dura and pia has not yet 
become established, the unity of the elements composing both 
membranes is very apparent, and their cell processes anastomose 
freely, the elements of both showing characters essentially simi- 
lar, those in the external portion which is to become the dura, 
appearing merely somewhat more spindle-shaped, while those 
within maintain a stellate form. In other places where a cleft 
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marks the beginning separation of the two membranes, proto- 
plasmic bridges are frequently seen stretching across it. They 
are simply persistent anastomoses between processes of cells 
lying on either side of the cleft. 

A further morphologically distinct cell type in the embryonic 
pia, and likewise derived from its composing connective-tissue 
elements, is the reticulated cell which occurs in small but vary- 
ing numbers in the arachnoidal meshes. This element, absent 
from the normal adult brain, is a connective-tissue cell, which has 
lost its processes and become migratory. Its nucleus is round or 
oval, and often somewhat smaller than those of neighboring 
stroma cells. The position of the nucleus in the cell body is 
always eccentric or more often peripheral. It possesses a <dis- 
tinct nuclear membrane and several coarse endonuclear chromatine 
clumps lying in a nuclear reticulum. The cell body may be irregu- 
lar in outline, but when lying in a clear space, tends to assume a 
spherical forms, its protoplasm is minutely granular, and the entire 
cell body is occupied by round or polygonal gossamer-walled 
cavities, which vary greatly in size and number. Ten or fifteen 
such cavities are usually visible in a section ten micromillimeters 
thick. The cell body is as a rule not sharply outlined, and within 
its cavities are not infrequently found masses of yellow or yellow- 
ish-brown pigment. What part the reticulated cells play in 
embryonic tissue beside their function of removing waste material 
is not known. They are also found free in the developing choroid 
plexus. The occurrence of the reticulated cell in the embryonic 
pia is an interesting finding in view of the extreme importance 
which attaches to this element in certain pathologic processes in 
mature tissue,—particularly those associated with hemorrhage or 
other rapidly destructive agencies. 

From the foregoing observations, one may for purposes of 
description, speak of four cell categories in the embryonic pial 
membrane, namely : 


(a) Border endothelial cells bounding the membrane within 
and without. 

(b) Arachnoid cells, the primary type, forming the trabecu- 
lz which bound the so-called arachnoid spaces. 
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(c) Reticulated cells, the wandering cells of the arachnoid 
stroma, disappearing with the maturity of the membrane. 

(d) Mural elements building the walls of blood-vessels. 

It is always to be borne in mind that these four forms are 
originally identical. 

In the early stages of its development, collagenous and elastic 
fibers are not found in the pia. In the human embryo of the lat- 
ter part of the third month, the beginnings of both could be 
demonstrated. 

In the developing pia no closed lymph-channels are seen, other 
than the intra-adventitial spaces of the later differentiated blood- 
vessels. 
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(c) Reticulated cells, the wandering cells of the arachnoid 
stroma, disappearing with the maturity of the membrane. 

(d) Mural elements building the walls of blood-vessels. 

It is always to be borne in mind that these four forms are 
originally identical. 

In the early stages of its development, collagenous and elastic 
fibers are not found in the pia. In the human embryo of the lat- 
ter part of the third month, the beginnings of both could be 
demonstrated. 

In the developing pia no closed lymph-channels are seen, other 
than the intra-adventitial spaces of the later differentiated blood- 
vessels. 
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Schemata illustrating stages in the formation of the neural tube from 
the epiblast, and its enclosure by the mesoblast. Epiblast represented in 


black, mesoblast in red, hypoblast in blue 
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Section through the undivided cerebral 


vesicle in a chick embryo of 
the fourth day. 


The densely packed single layered vesicle wall is com- 


pletely enclosed by the delicate mesodermal sheath 


[Low-power photomicrogrzph. | 
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i Frontal section through cerebral vesicle of a chick at eight days’ incu- 
bation. The vesicle has become subdivided by the median sulcus into 
hemispheres, between which extends the pia-arachnoid. The latter has 
i 


already split off from the dura over the summits of the hemispheres. 
The continuous internal chain of vascular lumina of the pia-arachnoid is 
conspicuously seen closely overlying the hemispheres. 


[Low-power photomicrograph. | 
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Detail of the inner portion of the pia-arachnoid in an eight-day em- 
bryonic chick. The membrana limitans interna and the chain of pial 
lumina are distinctly shown. In the overlying arachnoid mesh the lumina 
are less frequently seen. A large one is completed on the left, and to the 
right of this an elongated lumen appears in process of formation. 


[Pen and ink drawing. Zeiss homogen,. immers., Oc. I Tissue fixed 


in nitric acid (3%) and hardened in alcohol. Paraffin section at 4 micra.] 
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HYSTERICAL INSANITY. REPORT OF A CASE PRE- 
SENTING GANSER’S SYMPTOM-COMPLEX.’ 


By HENRY P. FROST, M.D., 
First Assistant Physician, Buffalo State Hospital, Buffalo, N. Y. 


Among the clearly-defined disease pictures, now fairly numer- 
ous and constantly being added to, which to-day replace for the 
student of psychiatry the confused descriptions of our earlier 
experience, none is more interesting than the peculiar mental state 
described by Ganser in 1897 and since discussed by several 
observers under the name of Ganser’s Symptom-Complex. This 
is, as stated by Ruggles’ in his recent paper in the AMERICAN 
JournaL oF INSANITy, “a condition of hallucinatory confusion 
beginning acutely, developing rapidly, and quickly diminishing ; 
it is accompanied by hysterical manifestations and is followed by 
amnesia for the attack ; it is especially characterized by the symp- 
tom designated Danebenreden, or the symptom of approximate 
answers—which is the Ganser’s symptom, properly speaking.” 

Ruggles has done good service in compiling the bibliography 
of the subject and presenting us with the several views held re- 
garding the significance of the “ symptom ” as distinguished from 
the “symptom-complex,” adding to our knowledge by citing 
several cases observed by himself in which the symptom was dis- 
covered without being shown to have any special significance. 

I -wish to supplement this very interesting contribution by 
reporting a case showing the typical symptom-complex as de- 
scribed by Ganser and more recently by Schultze,” and empha- 
sizing the value of a knowledge of this condition, especially in 
dealing with supposed malingerers of the criminal class. 


*Read at the sixty-second annual meeting of the American Medico- 
Psychological Association, Boston, June 12-15, 1906. 

* Ruggles’ Observations on Ganser’s Symptom, American Journal of 
Insanity, October, 1905 (with bibliography). 

* Schultze. Deutsche Med. Woch., Nov. 9, 1905, p. 1818. 
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SUMMARY. 


A youth of 18 with good family history, the youngest of three 
children. In childhood obstinate and selfwilled, but not un- 
truthful, nervous, or excitable. All his life healthy and active, 
quick to learn, enterprising and ambitious ; no bad habits. At 17 
he refused to attend college and study medicine, had a serious 
disagreement with father, left home April, 1905, and supported 
himself by installing electric call-bells, etc., hiring one or two 
assistants. In June he got into trouble through overdrawing his 
bank account, and again shortly after, having on the second occa- 
sion paid an insistent creditor with a check, intending to get some 
money and make a deposit before this could be presented. In 
August he sustained a severe blow on the head followed by un- 
consciousness and headache. Following this, repeated foolish 
thefts and forgeries, leading to arrests under assumed names, and 
finally to commitment as insane, in October. He eloped to New 
York, ran up a hotel bill, was again arrested. Then followed a 
new and more ambitious business venture in his home city, with 
fresh money difficulties ; repetition of thefts; another arrest and 
commitment to jail. Sudden onset of psychosis marked by con- 
fusion, foolish answers, queer ideas based on his business as 
agent for an arc light said to contain radium, physical prostra- 
tion, analgesia. After two weeks sudden recovery with amnesia 
for attack. After recovering, an account of “queer spells” of 
subconscious activity, explaining his criminal acts. 

The patient was admitted from the jail February 5, 1906, late 
at night, as an emergency case. On admission he was in a 
dazed condition, very languid and weak, unable to stand alone, 
hands and feet cyanotic and cold, pulse feeble. He did not 
answer questions but said, “ Are you going to give me more 
radium? Are you going to hang me up”? He was put to bed 
and stimulated. 

Physical examination next morning showed a tall, slender, 
delicate-looking boy, in poor physical condition, exhausted or in 
a state of collapse. No developmental asymmetries or defects 
were noted but the skull was large, slightly hydrocephalic ; palate 
high and narrow; features small—a “weak” face. The eyes 
had a dull expression, the lids drooping. 
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The pupils were dilated and reacted sluggishly to light. 

Cutaneous sensibility—There was analgesia of the entire skin 
surface, a pin-prick being felt only as a touch or tickling, with 
fairly good localization. 

Corneal, conjunctival, and pharyngeal reflexes present. 

Vasomotor conditions.—Face flushed ; hands and feet cold and 
blue ; sweating of legs and feet ;—dermatographia increased. 

Deep and superficial reflxes active. 

Muscular system.—General impairment of strength—scarcely 
perceptible hand grasp, equal on the two sides. Face immobile. 
No muscular rigidity or resistance. Fine tremor of hands. Gait 
weak and unsteady. 

Heart weak, rhythm irregular, pulse 60. Blood-pressure low 
(120 R. R.). 

Lungs normal but respiration shallow, rapid, and irregular. 

Urine negative. 

Mental condition.—Patient answers questions after some hesi- 
tation, speaking in a low, monotonous, whining tone. His utter- 
ances are jerky and gasping. He looks sleepily at examiner with 
eyes half open, and talks without any play of facial expression. 
In spite of his dull look and slow speech he seems eager to tell 
his recent and present experiences and continually volunteers 
additional information or repeats his previous statements. 

He says that his head is hot—is all fire inside—is filled with 
yellow flame; they made him eat radium like salt—they put 
radium in his arm with a machine—they hung him up by the heels 
to give light—they soldered the wire to his finger—he is to be 
hung up in the armory to-night to give light. He asks examiner 
to get him a new fuse, as they blew out the fuse and his legs 
won't work—they’ve got them connected wrong—the arc is up- 


| side down. He asks, “ Has that fellow got the suit-case for me 


yet”? The suit-case is on a street-car down town and his sister 
is in it and wishes to see him. He gives a confused account of his 
recent acts. He says he took four suit-cases from men on Main 
Street who had radium, and that he had to hide them so that 
people would not find out the secret of the lamp. When ques- 
tioned he admits that he sold the suit-cases but cannot remember 
where nor at what price. 

He remembers coming here last night “ in a wagon with a top 
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to it with three men’’—one of them put radium in his arm 
(hypodermic administered by his father, a physician). He came 
from the place where they took him and gave him radium—was 
taken there on Wednesday (correct) and kept there two days 
(five). He knows that he is in a hospital but does not know the 
day or the month. Asks, “Is it January? I remember signing a 
contract in January.” 

He gives absurd answers to many questions, as follows: Your 
age? “18” (correct). Birthday? “I don’t remember, I think 
it was just a little while ago.” Your father’s name? “ Dr. Gor- 
don.”” Where does he live? “On the East Side, on some ave- 
nue. I don’t know the avenue.” What is his full name? “TI 
don’t know—I can’t remember.” How do you spell your name? 
“T don’t know—can’t remember.” What is your first name? 
“Excello.” Your second name? “ Are Light Co.” (for which 
he was selling agent). 

How do you spell Gordon? “I don’t know—can’t remember.” 
He is given a pencil and asked to write it. He holds the pencil 
loosely and awkwardly, makes a few meaningless marks, and then 
says his hand “ don’t work.’” What is the first letter of the name 
Gordon? “I don’t know—can’t remember.” 

His left leg now trembles violently for a few minutes, and he 
explains that “ the fuse has blown out.” 

Question. Is your mother living? “I think she lives on N. 
Avenue. I don’t know the number ” (naming the street on which 
he had lived recently with friends). Have you any brothers and 
sisters? ‘‘ One sister ’’ (he has also two brothers). What is her 
name? “Mary” (referring to his sweetheart as we learned 
afterward). 

Where did you attend school? “I went to the lamp school 
where they have radium.” 

The patient, when visited by his father, recognized him only 
as one of the men who gave him radium, and next day said that 
he had not seen his father in a long time and could not describe 
him. He continued to give absurdly wrong answers to questions ; 
could not count from I to 20; said, “I can’t—it don’t want to 
come.” What comes after 2? “20.” What after 3? “13.” 
After 13 what? “30.” Shown 2 fingers, he says “ it is a hand.” 
How many fingers? “A lot of them.” How many? “ About 
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13, I guess.” He cannot multiply 2x Says; .can’t 
member—such a long time ago—I learned ;only-.about radium 
and arc lights at school.” ebb aces 

Being urged to name the months he fin: ally says, ““ Monday.” 
He does not attempt to name the days; says “ they get all mixed 
up.” He cannot name any of the principal stores or hotels of the 
city, and when the names are suggested by examiner he says he 
never heard of them. He gives a wrong location for the railroad 
station. 

He calls a watch “a round thing ”"—its use? “ to look pretty, 
I guess.” <A knife and a pencil are called “ sticks”; a button is 
a “butter.” Colors are miscalled or not named at all. A news- 
paper is a “ contract all mixed up.” Letters and figures are mis- 
called, and letters are called figures, etc. 

The patient was removed after two days from the observation 
dormitory to a single room and the attendants were instructed 
not to question him as above nor encourage him to talk further 
about radium and arc lights. He was ordered a brief cold shower 
bath daily, followed by friction, and was given strychnine sul- 
phate, gr. 1/30 t.i.d. He quickly gained strength, ate, and slept 
normally ; sat up in bed and looked at the pictures in magazines, 
still proclaiming himself unable to read; wanted to dress and 
return to the big room “to see the men and watch the cars go 
by.” He continued in the same mental condition, but brighter 
and more active, until the twelfth night after admission, when he 
awoke from a sound sleep at 2 a. m., came out of his room and 
asked the night nurse where he was and how he came to be there 
in a strange place which seemed to be a hospital. He said that 
he had gone to sleep about nine o'clock the evening before in his 
cell at the jail and that, upon awaking a few minutes before, he 
noticed that the window was different ; and when he looked about 
the room he could not find his clothes which he had laid on a 
stool, out of reach of the rats. When told that he had been in 
his present surroundings nearly two weeks he was incredulous, 
and asked for a newspaper to show the date, which he remem- 
bered was February 3d when he had gone to sleep. He showed a 
little excitement and was eager to discuss the matter at length 
but was induced to return to bed. He did not sleep again, 
however. 
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“When {.saw him the next morning he did not recognize me— 


sajd¢ he had never seen me before. He was sitting up in bed, 
reading; .kiis expression was lively, he smiled freely and talked 
with much more animation and freedom than before. He was 
entirely clear concerning all of his past, with the exception of the 
fortnight just elapsed, which was a blank to him, not pierced by 
even the slightest dreamlike remembrance. He had no recollec- 
tion of having entertained the ideas about radium, ete. 

He gave a clear and connected account of himself, prefacing 
it with the remark, delivered with an embarrassed, apologetic air, 
that what he had to tell was so strange he feared no one would 
believe it, and for that reason he had not previously given to anv 
one the real explanation of his many erratic acts during the past 
seven months. He then told of a fall from his motor cycle in 
August, 1905, in which he struck on his head and was knocked 
unconscious for half an hour. He had a terrific headache for 
two days and kept to his bed. After this he had queer spells, 
difficult to describe, in which he seemed only semiconscious or as 
if in a dream, with no conception of time and with no control 
over his actions, though he knew to a certain extent what he was 
doing. He thinks that he must have looked and acted naturally 
though, as no one noticed anything wrong with him. In these 
spells he went under assumed names, forged checks, and com- 
mitted thefts of which he had no knowledge until he found the 
articles in his possession afterward. Twice during August he 
found in his basement in the morning bicycles which he had appro- 
priated the day before. He was gradually and with difficulty 
able to remember where he had gotten them and on these two 
occasions he returned the wheels to the stands from which he had 
obtained them. One of them he had taken from in front of the 
City Hall, probably leaving his own there in exchange. Not 
finding his wheel when he returned the other, he had made in- 
quiries for it in the building and then reported his loss at the 
police station, giving his correct name and address (this I was 
able to verify from the station-house blotter). The remainder 
of this account includes statements from the anamnesis. The 
third time he took a wheel he carried it at once to a pawn shop 
and was there arrested, giving an assumed name. His father 
obtained his discharge without sentence. A week later he was 
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again arrested, this time for attempting to cash a forged check. 
He was now examined by two physicians and committed to a 
private hospital for the insane, his father not believing him actu- 
ally insane but not knowing what to do with him except to take 
this advice. After two weeks, during which he made himself 
useful about the place, he ran away—in one of his spells, he says. 
He came to himself perched on a trolley pole, engaged in strip- 
ping the insulation from the wire with the purpose of electro- 
cuting himself. He then stole a ride to New York, where he 
lodged at a first-class hotel and lived well for several days until 
he was arrested for his board-bill. He spent some time in the 
Tombs but was finally released through the intervention of 
friends, after which he obtained, on the strength of his good ap- 
pearance and businesslike manner, the agency for a patent arc 
light and returned to Buffalo to prosecute this business. He 
borrowed some money on his expectations, rented an office, en- 
gaged assistants, and went actively to work; but had little suc- 
cess, so that in a few weeks he was in financial straits. Then 
followed the theft of suit-cases from street-cars, four or five in all, 
on January 29, 30, and 31, resulting in his arrest on the last-men- 
tioned date, his transfer to the jail on February 2, and his lapse, 
on the following day, into the peculiar state in which he was 
committed to the hospital and came under our observation. 
Following his sudden emergence from this condition, which 
has been described, he underwent rapid convalescence, showing, 
however, much instability and childishness for some time. He 
had several attacks of depression in which he moped and cried, 
would scarcely speak, complained that he was “ down and out,” 
that his friends had all deserted him. Then he would quickly 
recover his spirits and show a keen interest in the life of the 
ward, working industriously, playing games, etc. He was in- 
clined to tease for small privileges and often cried like a baby 
when refused. These symptoms disappeared with the return of 
physical vigor, and the patient was discharged on June 1, appar- 
ently recovered, but after reaching home he cried, said he felt 
downhearted and nervous and was not willing to stay there. At 
his own request he was returned to the hospital where he again 
seems very well, and speaks confidently of his ability to get along 
outside at the next trial. The analgesia disappeared at the time 
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of his awakening and since then no physicial signs of hysteria 
have been present. The visual fields for form and color were 
found normal after his recovery—they were not tested earlier.‘ 

I am aware that the circumstances in this case, and the symp- 
toms as well, are such as to give rise to a strong suspicion of 
malingering ; and this possibility has been kept in mind through- 
out. I believe, however, that the facts as stated, justify the diag- 
nosis of hysteria, the result of trauma, acting upon a highly sensi- 
tive, unstable, and immature organism already taxed by precocious 


family and business cares. The assumption is that the acute 


psychosis which I have described was induced by the mental strain 
and excitement consequent upon his arrest and imprisonment, 


and this may be regarded as merely an episode in the course of the 
essential disorder. 


*The patient went home in September last. When seen a month later 


he was quite well and is so reported now—December, 1906. 
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CLINICAL AND PATHOLOGICAL REPORT OF A CASE 
OF ADDISON’S DISEASE WITH TERMINAL 
MENTAL SYMPTOMS’ 


By HARRY W. MILLER, M.B. (Tor.), 
Pathologist and Assistant Physician, Taunton Insane Hospital, Taunton, 


Mass. 


The following case of Addison’s Disease with a psychosis which 
appears to have more than a casual relationship to the somatic 
disorder is not without interest from a clinical and pathological 
standpoint in view of the infrequency with which such combina- 
tions are observed : 

Summary of clinical history.—Female; forty-seven years of 
age on admission to Taunton Insane Hospital June 30, 1902. 
No psychopathic taint in the family. Three sisters died of pul- 
monary tuberculosis. Cotton weaver by occupation; no school 
education. Is said to have always been robust and vigorous ; 
normal weight 150 to 160 pounds. Twice married, but had no 
children and no miscarriages. No venereal disorders. A mod- 
erate beer drinker. 

In the spring of 1900 she began to complain of weakness, ex- 
haustion, and shortness of breath on exertion. “I feel as if I 
had been working for a year and had no rest. . . . I am so tired 
and worn-out all the time.””. Two months later patches of yellow 
appeared on her face and neck, which were spoken of at the time 


_as “ yellow jaundice.” The discoloration next appeared on back 


of the hands, forearms, and the chest. In the fall of 1900 this 
pigmentation was noticeable, according to the husband, over the 
greater part of the body. While at first yellowish it later took 
on a brownish hue, and reached its maximum intensity one year 
before admission and after that paled somewhat. She was com- 
pelled to give up her mill work and engage in a lighter occupation 
in the summer of 1900. She lost weight, feeling of exhaustion 


*Read at the sixty-second annual meeting of the American Medico- 
Psychological Association, Boston, June 12-15, 1906. 
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increased, and she had frequent dizzy spells and attacks of pal- 
pitation of the heart. Her appetite became poor, but there is no 
history of nausea or vomiting. Throughout 1901 she was only 
able to take care of her own room as she was unable to withstand 
the exertion of outside work. 

In December, 1901, she became forgetful and discouraged. 
Her worries were confined chiefly to her physical condition. Be- 
yond this despondency and the forgetfulness no mental symptoms 
were noted until early in May, 1902, eight weeks before admis- 
sion, when she told her husband that mice were crawling over her. 
Paresthetic sensations were frequently discovered after this. 
Animals, she said, were crawling upon her. At one time she 
screamed, saying a dog had bitten her on the arm. Again a 
search-light was being played upon her back from the neighbor’s 
house. She reacted to this by complaining to the police demand- 
ing an investigation, thinking the neighbors were attempting to 
kill her by means of the search-light. 

She did not consult a physician until two weeks before admis- 
sion. The physicians at the dispensary told her husband that 
she always talked in a rambling way and was mentally irrespon- 
sible, and advised her commitment to the hospital. 

Physical summary.—A_ poorly-nourished, exhausted-looking 
woman; forty-seven years of age; weight 91 pounds; height 5 
feet 2% inches. There is a diffuse darkish brown pigmentation 
over the body, being especially prominent around the nipples, in 
the axilla, over the abdomen, on the back of the hands and the 
extensor surface of the forearms. The color in this latter loca- 
tion is similar to a deep tan, and there is a rather sharp line of 
demarcation marking off the upper half of the arm where the 
discoloration is slight (resembles the arm of one who has had 
their sleeves rolled up, and had the exposed part deeply tanned). 
The palms of the hands and soles of the feet are not discolored, 
nor is there any discoloration of the nails of the fingers or toes. 
On the face, legs, and back the color is less intense than else- 
where. There is a small, irregular patch just above the right 
breast where the skin is unusually white and somewhat atrophic- 
looking (leukoderma?). Conjunctive pale and clear. Respira- 
tion 18; pulse 76, weak and thready ; increased on slight exertion. 
Heart sounds weak but with no murmurs. Heart dulness within 
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normal limits. Bowels constipated; urine shows nothing of sig- 
nificance. There is a decided feeling of exhaustion. Facial 
muscles and lips tremulous. Right pupil a little larger than the 
left but both react to light and accommodation and consensually. 
Speech is a little slow and labored with a suggestion at times of 
slurring. No significant disturbance of the reflexes. No areas 
of anesthesia or paresthesia can be discovered, but the mental 
state prevents an accurate examination of sensation. 

Summary of mental condition—Her facial expression is one 
of indifference and apathy rather than one of depression or 
anxiety. She is always very quiet and her manner clearly indi- 
cates that she prefers not to be interfered with. She is content 
to remain in bed, does not ask for any attention, and accepts what 
is done for her without comment. She shows very little anima- 
tion. While showing some annoyance at intrusions she never 
gives expression to her irritability in words, nor does she ever 
display any emotional outbreaks. She never introduces conver- 
sation. Her reaction to questions is variable; at times she re- 
sponds, again the stimulus produces no reaction, and she has to 
be aroused by a sharp tone before a response can be elicited, and 
then it is accompanied by a sense of effort. This reaction be- 
comes intensified the longer the examination is continued. Her 
education is so limited that the usual fatigue tests are impossible, 
but in many ways the diminution of the capacity for mental appli- 
cation is demonstrated. Her attention is sometimes easily at- 
tracted, but in this regard she varies. She is rather more alert 
at the beginning of the examination, but later she shows a greater 
sense of effort in responding. Her attention is never distracted 
by outside occurrences, and the answers she gives are always 
relevant. She is always able to orient herself for place ; some- 
times gives the correct day and date, and again says that she 
cannot think what day it is. She has never been able to give the 
names of the different physicians or of the nurses though she 
had been frequently told, and it is impossible for her to describe 
any of the physicians who at the time of the interview are absent. 
It is difficult for her to give correctly the events of her life. She 
has made several contradictory statements regarding them at 
different interviews, but if sufficiently stimulated she is able to 
give the correct responses. An accurate analysis of her recent 

22 


| 
4 
" 


312 ADDISON’S DISEASE WITH TERMINAL MENTAL SYMPTOMS [ Jan. 


memory is likewise rendered difficult, but there is an evident ina- 
bility to hold in her memory all recent events, and at no interview 
could she give correctly events in sequence. She is unable to 
read. Her school knowledge is practically nil, and her general 
intelligence of a low order so that a just estimate of her intelli- 
gence can hardly be given. She has never related any delirious 
experiences. No sensory hallucinations have been detected here. 
She does not recall those described in the history, in fact she 
denies that she ever had any such sensations. 

She remained in bed until July 11, but shortly after being al- 
lowed to sit up she had a chill and was accordingly returned to 
bed. Her temperature, which up to this time had remained be- 
tween 98° and 99° F., following the chill rose to 100° F., but the 
next day returned to normal. 

July 18 she vomited for the first time though previously was 
nauseated at times. Her appetite was poor. Bowels consti- 
pated, an enema being required every second day. At no time 
was there any diarrhea. Body temperature did not again be- 
come elevated; extremities always cold; asthenia profound 
throughout. Death occurred July 21 in an attack of syncope. 

Autopsy report.—The autopsy was performed seventeen hours 
after death. Female body, apparently about forty-five years of 
age; 158 cm. long. Much emaciation; eyes sunken; rigor mortis 
present; pupils equally dilated; no ceedema. The pigmentation is 
present in the locations noted in the physical examination. No 
areas of bronzing discoverable on the tongue, mucous membranes 
of the mouth or vagina. 

Thorax.—The left lung presents old adhesions at apex and over 
lateral surface. No effusion. Right lung free. 

Heart.—Pericardial sac free from fluid; no adhesions; no in- 
flammatory changes. Weight, 163 gms.; very small; slight 
amount of yellowish fat on the surface; right ventricle with a 
trivial amount of dark clot. Valves normal except aortic, one 
segment of which shows a pin-head-sized fenestration. Aortic 
intima smooth without evidence of sclerotic change. Right ven- 
tricle, 2 to 4 mm.; left ventricle, 6 to 10 mm.; aortic valves, 7.5 
cm.; mitral valves, 8.5 cm.; tricuspid valves, 9 cm.; pulmonary 
valves, 6.8 cm. Endocardium and myocardium show nothing in 
the gross. 
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Lungs.—Right, 382 gms.; left, 425 gms. Both lungs show 
scattered throughout small, hard encapsulated nodules, some with 
caseous centers, others completely fibrous. The majority of these 
are about the size of a pea, a few the size of a small bean. A 
moderate degree of congestion and cedema at the bases of both 
lungs. No acute inflammatory changes. 

Blood-vessels without significant lesions. 

No indication of thymus. 

Liver.—Weight, 1049 gms. Surface smooth and even. Sec- 
tion shows only a moderately congested appearance. Gall- 
bladder of normal size, showing nothing notable. 

Spleen.—Weight, 142 gms. Nothing of note. 

Pancreas.—No abnormalities. 

Kidneys.—Right, weight, 155 gms.; left, weight, 170 gms. 
Capsule rather adhesive, tearing cortex on removal. Surface a 
deep red. On section dark red cortex which is not thinned nor 
granular. Pyramids paler than cortex. Relationship cortex to 
medulla, I to 3.5. 

Urogenital system.—Bladder and urinary tracts normal. 
Uterus and ovaries moderately atrophied. 

Gastrointestinal tract—Enlargement of the intestinal lymph 
follicles. No changes in stomach. 

Suprarenals.—Each gland weighed 145 gms. Both increased 
in size and adherent to adjacent organs. Surface nodular and 
misshapen ; no normal parenchyma found. The glands are made 
up of dense, fibrous tissue enclosing areas of sticky semifluid, 
cheesy material, smears of which reveal the presence of tubercle 
bacilli. 

Semilunar ganglia present no notable gross changes. 

Head.—Brain, weight 1100 gms. Meninges very pale; vessels 
of pia empty ; no evidence of inflammatory reaction. Cortex pale 
but everywhere normal in width. Section shows no gross 
anomalies. 

Spinal cord shows no macroscopical changes. 

Anatomical diagnosis.—Chronic fibrocaseous tuberculosis of 
suprarenal glands. Healed tuberculosis of lungs. Chronic pleu- 
ritis, adhesive. Moderate hypostasis. Bronzing of the skin. 
Cardiac hypoplasia. Small fenestration in aortic valve segment. 
Congestion of kidneys with beginning interstitial changes. 
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Atrophy of ovaries and uterus. Hyperplasia of intestinal lymph 
follicles. Cerebral anemia. 

MicroscopicAL EXAMINATION.—Adrenals.—At the line of 
junction of the adrenal and the kidney a rich small-celled 
infiltration is found but no reaction within the kidney substance. 
The enlarged adrenals reveal only fibrous tissue surrounding areas 
of caseous degeneration. Nowhere was there any normal adrenal 
tissue. 

Semilunar ganglia.—In neither semilunar ganglion is there any 
striking change. There is a brownish-yellow pigment in the cells 
which is not greater in amount than that found in the ganglia of 
patients of the same age. There are chronic inflammatory 
changes in the tissues surrounding the ganglia, but neither the 
fibrous increase nor the tubercular disease is discovered within 
the ganglia. 

Spinal cord.—No degenerations with the Weigert-Pal or 
Marchi stains. The anterior horn cells show with the Nissl and 
eosin-methylene blue stain a pigment of a yellowish-brown color. 
All the cells are not equally pigmented. The extent of the pig- 
mentation is not greater than the amount seen in senile con- 
ditions. 

Cortex.—There is a very decided increase in the amount of 
pigment in the largest pyramidal cells. Some of the cells almost 
completely taken up with pigment. The pigmentation seen to a 
less degree in the smaller pyramidal cells. All extremes are seen, 
from the cell with a minute quantity to the balloon-shaped pig- 
ment sacs. Aside from the pigmentary changes the reaction in 
the cortex is confined to the nerve cells. The meninges are nor- 
mal. No significant vascular changes. No neuroglia prolifera- 
tion. The most usual cell change is a granular disintegration of 
the chromophile bodies, an elargement of the nucleus, deeply- 
stained nucleolus, the non-stainable substance taking a pale stain. 
While in the majority of the cells the nucleus is round, in others 
it is irregular, and then the nuclear contents are deeply stained. 

Pigmented skin.—The pigment is in the lower cells of the rete 
Malpighii, confined chiefly to the lowest layer but also found in 
the second lowest layer and rarely above. There are no prickle 
cells seen bearing pigment. Occasionally below the Malpighian 
layer there is a small patch of pigment but not within a cell. The 
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pigment is confined almost exclusively to the cells. No pig- 
mented connective-tissue cells. 

The other microscopic changes may be briefly summarized as 
follows: Simple hyperplasia of the abdominal lymph glands; 
healed tubercular processes and passive hyperemia in the lungs ; 
slight muscular fiber atrophy with interstitial increase in the 
heart; healed foci of tuberculosis in the spleen; beginning inter- 
stitial changes in the kidneys. 

Kiernan, in a paper on “ Intertraction of Somatic and Psychic 
Disorder,” writes: ‘‘ Addison’s Disease, when it complicates in- 
sanity, exerts a depressing influence on the patient’s mental state.” 

... “It has not yet been demonstrated that Addison’s Disease 
does more than complicate insanity. An etiological relationship 
is not yet established. Personally I am inclined to believe that 
Addison’s Disease is secondary to the insanity it complicates in 
the great majority of cases.” 

Griesinger* says that patients affected with it are profoundly 
depressed. The melancholic form with conditions of anxiety and 
emotion have been observed by Drs. Rutherford and McPhail. 

sinswanger ‘ mentions condition of stupor, agitated confusion, 
and secondary dementia in connection with Addison’s Disease, 
but states that the psychic disturbance is not clear. 

The literature makes frequent mention of the existence of 
symptoms of coma, delirium, and convulsions, but reports of 
cases of prolonged mental disturbance in an otherwise uncompli- 
cated Addison’s Disease are exceptional. 

Kellogg * refers to a well-marked case of insanity with Addi- 
son’s Disease, about which he says: “It is not improbable that 
there is some casual connection between the two affections.” 

There are various theories to explain the asthenia associated 
with Addison’s Disease. Abelous and Langlois* found that the 
extract of the muscles of an animal dying as a result of removal 
of the suprarenals possessed a toxicity similar to that of the 
muscles of an animal tetanized to exhaustion. They inferred that 


* Alienist & Neuroiogist, Vol. 18, 1897. 

"Hack Tuke’s Dict. of Psychological Medicine. 
‘Lehrbuch der Psychiatrie, 1904. 

* Text-book of Mental Diseases. 

*Arch. de Physiol., 1892, Vol. 4. 
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the muscular weakness following the removal of the suprarenals 
is due to toxic substances of a similar nature to those producing 
physiological fatigue, and that the functions of the adrenals is to 
supply antitoxic substances. 

Lee’ thinks it is more probable that the true explanation of 
the muscular asthenia in persons suffering from Addison’s Dis- 
ease is due to the absence of the normal tone-producing internal 
secretion of the bodies in question. 

Whatever may be the true explanation of the asthenia in this 
disease, whether it is an autointoxication, which by some is con- 
sidered the agent at work in all exhaustion psychoses and neu- 
roses, or whether it is the absence of the normal secretion, it is to 
be expected that the central nervous system will react under 
certain conditions. 

In this case, not until the factors contributing to the exhaustion 
had existed for some time were mental symptoms produced. An 
analysis of these symptoms shows a striking similarity to the 
known symptoms of cerebral exhaustion. The slight irritability, 
the diminution of the volitional impulses, the incapacity for mental 
application, the thinking disorder, and the sensory disturbances 
are indicative of a psychosis due to exhaustion. It is only fair 
then to assume that the mental disturbance in this case does bear 
an etiological relationship to the somatic disorder, and that we 
have an exhaustion or asthenic psychosis on the basis of Addi- 
son’s Disease. 

On the pathological side the findings would appear to confirm 
the original theory advanced by Addison, namely, that the disease 
depends upon the loss of function of the adrenals, the blood in 
consequence being poisoned by some material, the destruction or 
alteration of which is a function of these glands. 

Lugaro in the Handbuch der Pathologischen Anatomie des 
Nervensystems, 1904, in his description of the changes in the 
sympathetic ganglia states: ‘“‘ Among the diseases which are con- 
sidered as being associated with sympathetic diseases are Base- 
dow’s Addison’s, and diabetes mellitus, but in all of these the 
pathological significance of the observed sympathetic lesions is 
very doubtful... . 

“ As it is known the most frequent and most important lesion in 


"Frederic S. Lee, Fatigue. Journal A. M. A., May 19, 1906. 
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Addison’s Disease is found in the adrenals. In the great majority 
of the cases there occurs a tuberculosis of the adrenals which 
often presents caseous nodules. Instances of carcinoma and 
sarcoma are mentioned. In the sympathetic system the adjacent 
semilunar ganglia and the nerves of the solar plexus are the ones 
which are mostly affected. That this sympathetic disease is only 
secondary can be shown by many cases in which the semilunar 
ganglia and the nerves of the solar plexus do not show any 
important changes but in which there are changes in the 
adrenals ” 
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THE CEREBELLAR-VESTIBULAR SYNDROME.’ 


By ISADOR H. CORIAT, M.D., Boston, Mass., 
Second Assistant Physician for Diseases of the Nervous System, 
Boston City Hospital. 


In harmony with the existence of a cerebral anesthesia 
(Verger), or of a central neuritis (Adolf Meyer), there can be 
postulated a “ central ataxia,” as an equivalent of the larger term 
“ cerebellar-vestibular syndrome.” [By this is meant an ataxia 
combined with disorders of equilibrium and locomotion, and an 
inability to orient the body in space. In these cases the lesion 
would consist of an interruption or perversion of currents con- 
cerned in the complex sense of orientation, due to lesions of the 
vestibular nerve in its central course, of the cerebellum, cere- 
bellar peduncles or pons, the restiform bodies, the cerebellar- 
olivary fibers, pressure upon the so-called somesthetic area of the 
cortex, or of the internal capsule or basal ganglia. In hereditary 
ataxia, as has been well established by the recent studies of 
Barker, the lesions are both central and peripheral; in the cord, 
degeneration of the gray and white matter with an abnormal 
ratio between their areas, in the brain, the changes involve chiefly 
the cells and fibers of the centripetal paths of the medulla and 
cerebellum. 

The chief symptoms in a lesion of this type would be an 
agonizing vertigo or sense of rotation, nausea, inability to cor- 
rectly appreciate rotation in a horizontal plane with the eyes 
closed, forced movements and a cerebellar-ataxic gait. 

Although the symptom-complex is comparatively rare, yet some 
cases have been reported. They would comprise the labyrinthine 
ataxia of Déjerine, Méniére’s disease and sea-sickness, Starr’s case 
of traumatic injury to one auditory nerve, the vestibular ataxia of 
Raymond and Egger, certain bulbar disturbances of equilibrium, 


*Read in abstract at the sixty-second annual meeting of the American 
Medico-Psychological Association, Boston, June 12-15, 1906. 
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either primary softening (Bourgeois, Reinhold), pressure of an 
aneurism (Ladame and Monakow), tumors of the floor of the 
fourth ventricle (Knowlton) lesions involving the cerebellar- 
olivary fibers (Henschen), and finally ataxia due to lesions of 
the hemispheres or the basal ganglia (Grasset). Perhaps in this 
group can be placed those cases of hysterical astasia-abasia, where 
the lesion is a functional one in the central association tracts, a 
kind of a dissociation ataxia, the result of a subconscious, fixed 
idea. On account of the comparative rarity of the cases and in 
order to show their close relationship to our observation, so as to 
postulate an ataxia of purely central origin, a short account of the 
work of other observers seems justified. 

Under the name of labyrinthine ataxia, Déjerine places those 
disorders of the internal ear which produce affections of gait and 
equilibrium analogous to cerebellar disease. The symptoms are 
oscillations of the head and body, titubation, instability, increase 
of the base of standing and Romberg’s sign. There are often as- 
sociated ocular disorders, either nystagmus or the absence of all 
movements of the eyeballs to rotation of the body round a vertical 
axis, commonly known as rotary and post-rotary nystagmus. This 
lack of compensatory movements of the eyes has been pointed out 
by Egger under the name of labyrinthine ophthalmoplegia. Stag- 
gering gait may also occur in those cases of tabes where the 
muscular sense is profoundly affected or where there is primary 
atrophy of the vestibular nerve. In Starr’s case of tearing of the 
left auditory nerve in fracture of the base of the skull, there was 
a constant agonizing sense of rotation of the body on its longi- 
tudinal axis and consequently a ceaseless turning of the body in 
the opposite direction, in an endeavor to correct the subjective 
sensation. 

Among recent contributions to the subject, Raymond and Egger 
have given us a minute study of a case called by them vestibular 
ataxia. After a prostrated narcolepsy, their patient perceived a 
loss of equilibrium in walking. There was diplopia, anzsthesia 
in the region of the right fifth nerve, horizontal nystagmus, tic 
of the right half of the face and diminution of hearing on the left. 
The sense of attitude was normal. There were oscillations of the 
body in walking, increased when the eyes were closed, and a tend- 
ency to fall to the right. The subjective sensation of rotation to 
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the left was normal, but when suddenly stopped, there was no 
illusory rotation in the opposite direction. On turning to the 
right, there was no perception of rotation, but when the move- 
ment was stopped, there was a sense of rotation to the left. The 
authors attribute the entire symptom-complex to a destruction of 
the vestibular apparatus on the right and consequently a lack of 
movement of the endolymph on the sensory epithelium of the 
ampullz of the semi-circular canals, the termination of the vesti- 
bular nerve. In another case of Egger’s published in conjunction 
with Lejoune, there was an injury to the left parietal region with 
consequent bleeding from the left ear, conjugate strabismus, 
headache and vertigo. The reflexes were exaggerated, Babinski’s 
and Oppenheim’s sign was absent, there was anesthesia of the 
right side of the face and head, and the left pupil was larger than 
the right. The rotating experiments gave the following result: 
On rotation to the left, the subjective sensations of both motion 
and direction were normal, but when the movements were slowed 
or stopped, the patient experienced a sudden vertigo and pitched 
forward. During rotation in this direction, the left eye showed 
the compensatory movements of nystagmus in the same direction, 
while the right eyeball remained immobile. On the arrest of ro- 
tation to the left, the nystagmic movements of the left eye ceased, 
while the right eye began identical movements. The same phe- 
nomena were observed on rotation to the right. The Romberg 
symptom was only present if the patient stood on one leg. The 
gait was normal with the eyes open, but when the eyes were 
closed, there was a tendency to go to the left. In Ladame and 
Monakow’s case of aneurism of the left vertebral artery, there 
was continual vertigo and a cerebellar gait, while the patient al- 
ways fell to the left. In addition there was left abducens palsy, 
slight left ptosis and a narrowed left pupil, nystagmus was ab- 
sent. The autopsy showed an aneurism of the left vertebral ar- 
tery near its junction with the basilar. As the result of pressure, 
there was atrophy of the left side of the pons, cerebellum, olive 
and pyramids, also of the left acoustic tubercle and the fibers of 
the eighth nerve, while the left vestibular nerve was displaced, 
but without atrophy. The left dentate nucleus had nearly disap- 
peared, while the middle cerebellar peduncle had totally necrosed. 

Henschen reports two cases of what he designates as the “ bul- 
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bar syndrome,” and points out their close analogy to Babinski’s 
and Nageotte’s hemiasynergia and latero-pulsion. Following an 
injury to the head there developed in the first case, vertigo, dip- 
lopia, a tendency to fall to the left, hyperasthesia over the distri- 
bution of the right trigeminus, nystagmus, slight abducens paraly- 
sis, left hemi- and thermo-anesthesia and a cerebellar-ataxic gait. 
The second case also followed a head injury and showed stra- 
bismus, diplopia, diminished pain and temperature sense on the 
right, and ataxia of the right leg. In both cases he looks upon 
the symptom complex as the result of slight hemorrhages from 
the injury, the lesion involving the medulla, the abducens and 
oculomotor nucleus, the central pain and temperature pathways 
and the cerebello-olivary fibers. In one of our cases of Méniére’s 
disease, with a negative Rinné on the right, and a subjective feel- 
ing in the attacks of objects swimming in the visual field from 
left to right, rotation experiments to the left gave a normal re- 
action, but on rotating to the right, there arose a severe post- 
rotary vertigo and the patient was thrown violently to the left. 
Among the purely bulbar disturbances of equilibrium, Bour- 
geois has described a case in which there was nystagmus, severe 
vertigo and a tendency to fall to the right. The autopsy showed 
a syphilitic area of softening on the right side of the medulla, be- 
ginning in the lower half of the olive and involving the nucleus 
ambiguus, the descending trigeminal root and the direct cerebellar 
tract. The auditory tracts, especially Deiter’s nucleus, were in- 
tact. To this may be added Reinhold’s three cases of acute soft- 
ening of the medulla, destroying the restiform body and olive by 
a thrombus consecutive to an obstruction of the vertebral artery. 
Clinically the symptoms resembled those of cerebellar ataxia and 
Reinhold looks upon it as bulbar, conduction ataxia. In Knowl- 
ton’s case of a cat with a glioma of the floor of the fourth ven- 
tricle, there was rotary nystagmus, forced movements to the left, 
and a tendency to left-sided rotation in a longitudinal axis. Ana- 
tomically the growth invaded the restiform body, and there was 
degeneration of the left cochlear nerve. In Musken’s experiments 
on selachians, hemisection through the mesencephalon, correspond- 
ing to the corpora quadrigemina of higher vertebrates, produced 
circus movements towards the uninjured side, while hemisection 
of the medulla, proximal to the exit of the eighth nerve, caused 
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the same movements towards the injured side. Destruction or 
injury to the nucleus funiculi gracilis in cats, dogs and monkeys, 
caused marked disturbances of gait and equilibrium. The ataxias 
due to lesions of the hemispheres, occur chiefly in lesions of the 
basal ganglia, of the centrum semiovale, the cortex and the corona 
radiata. Some cases of this type have been reported (Grasset), 
and in only a few of these was the phenomenon of post-hemiplegic 
origin, in the greater part it was a true cerebral ataxia, a direct 
manifestation of the brain lesion. A search through the literature 
has failed to disclose any case resembling ours, where the central 
ataxia could be traced to pressure from a subdural hemorrhage, 
excepting perhaps in Henschen’s two cases where the syndrome 
was ascribed to probable slight hemorrhages. The patient, G. R. 
H., age 42, laborer, was admitted to the Worcester Insane Hos- 
pital on July 19, 1905. The family history was negative, while 
the personal history disclosed nothing of importance, excepting 
that in early manhood, he had some trouble with his right ear, 
following which there had been a more or less continuous offen- 
sive discharge. In June, 1905, an examination disclosed a chronic 
suppurative otitis media of the right ear, some mastoid tender- 
ness, but without any fever. A large perforation of the mem- 
brana tympani was obscured by a polypus, which was removed by 
snare under ether. About the middle of the month he suddenly 
became delirious, showed some disorientation and confusion, and 
about a week later there was noticed difficulty in walking. As 
the mental state showed no improvement, his commitment became 
necessary. On admission he was restless and disoriented, but 
showed a certain amount of insight, claiming that his head was 
“muddled up.” He gave the date as “ Oct. 21, 1895.” He was 
unable to remain in an upright position, easily falling backwards, 
and in walking, he crossed one leg over the other and swayed 
considerably from side to side. A complete physical examination 
a few days later disclosed the following : 

Well developed and nourished. Tongue a little coated. Tibial 
crests smooth. A few enlarged glands in each groin. There is 
no complaint of headache or vertigo and percussion of the scalp 
discloses no tenderness. No hemianopsia or diplopia. There is 
a fine horizontal nystagmus. The right pupil is slightly larger 
than the left, and both react rather sluggishly to light and ac- 
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commodation. He is able to hear a watch tick at about 5 cm. each 
side, but not at all by bone conduction. Smell not impaired in 
either nostril. Taste impaired in the anterior portion of the 
tongue. There are no disturbances of sensation and no astereog- 
nosis. Knee jerks and Achilles lively and equal. Slight ankle 
clonus on the left, none on the right. No Babinski. Abdominals 
and cremasterics absent. Tongue median but a little unsteady. 
Facial movements and mimic activity symmetrical. There is a 
coarse jerky tremor of the hands, more marked in the left and 
greatly increased in rotation. The grasps are rather weak. The 
left arm shows a marked ataxia, with the eyes both open and 
closed. In Romberg’s position, even with the eyes open, there is 
a marked swaying and a tendency to fall in any direction. He is 
unable to stand without swaying, even with the legs widely 
stretched apart. He walks rapidly, bringing the heel heavily on 
the floor, swaying from side to side and crossing one leg in front 
of the other. He is unable to turn quickly without falling, and 
he easily falls forward in attempting to pick up an object from 
the floor. No ataxia of the legs as he lies in bed. He speaks 
rather slowly, but there is no true paralytic speech defect. The 
writing shows a coarse, jerky tremor, with poorly formed letters. 
The heart, lungs and abdomen are negative. There is a moderate 
grade of arterio sclerosis. The urine is free from albumen, sugar 
and casts. An otoscopic examination showed the left ear to be 
normal. In the right ear, the meatus was free, and there was no 
mastoid tenderness. The membrane was thickened, but not re- 
tracted, considerably reddened in the superior-posterior portion, 
shadows of the ossides not visible. The two anterior quadrants 
are replaced by gleaming scar tissue, at the lower third of which 
there is seen a pin-head perforation. 

July 26. The patient is restless, confused and frequently out 
of bed. He uses words in a peculiar twisted manner (paraphasia) 
and is completely disoriented. There is no asymbolia. The as- 
sociations are mostly modifying. He calculates well, but the re- 
cent memory is poor. 


SAMPLE OF PRODUCTION. 


What day is this? “ Saturday.” (Wednesday.) What place 
is this? “ Franklin, Mass.” What is the building? “I think it 
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is a————convent no, it ain’t. This is the-————a hospital, 
that belongs to the county, I understand that it is some imstitu- 
tion that belongs to the county.” Why are you here? “TI live 
in it.” 

July 29. The capacity for retaining recent impressions ( Merk- 
fahigkeit) is very poor, the visual memory defective, fabrications 
prominent. An ophthalmoscopic examination showed the fundus 
to be pale, the vessels thin and the discs a little hazy at the edges 
(beginning optic neuritis). He complains of constant vertigo and 
of “ dark flashes” before the eyes. Tremor of both hands, more 
marked in the left. Incoordination of left arm on purposeful 
movements. Slight lateral nystagmus. The pupils react slug- 
gishly to light, but he is able, however, to read small newspaper 
print without difficulty. The gait is uncertain; he staggers like 
a drunken man, crossing the legs, and shows a strong tendency 
to go to the left, but without any balancing movements of the 
arms. There is no paralexia, but he can retain but little of what 
he reads, and fabricates when urged to repeat. Asked to draw a 
triangle from memory, he produces a circle. For a star, he makes 
a confused jumble of lines, but he readily recognizes and correctly 
names a triangle and circle when shown them. He describes 
familiar objects (American flag, automobile, cow) in a fairly 
accurate manner. 

July 31. There is an aimless, psycho-motor restlessness, he is 
frequently out of bed, and on account of the uncertain gait, he 
has sustained a number of ecchymoses and superficial bruises. 
The knee jerks are exaggerated and the pupils rigid ; occasionally 
there is a well-marked tic of the left side of the face. There is 
a constant complaint of vertigo, and, in writing, he attempts to 
write over the edge of the paper, as if suffering from diplopia. 
He is able to use ordinary objects correctly. Facetiousness and 
punning are quite prominent (Witzelsucht). There is complete 
disorientation for time, place and person; he gives the place as 
“a hospital in Norfolk,” the date as “ November, 1887,” is 40 
years old” and “born in 1863.” The specific memory is very 
poor, but there is no retrograde amnesia. The grasp on cur- 
rent events is practically negative. There is some asymbolia and 
disturbance of apperception in naming pictures; he calls a bird 
“a kangaroo,” a light-house “ pillars of a bridge.” Isolated let- 


| 
| 
4 
| 
j 
3 
¥ 
the 


326 THE CEREBELLAR-VESTIBULAR SYNDROME [ Jan. 


ters and simple geometrical figures are named correctly. Copy- 
ing of print shows marked confusion and paragraphia. 

August 1. No loss of the muscular sense of position of either 
the upper or lower extremities. In the rotation experiments 
(with the eyes bandaged) he is able to appreciate the direction 
(right or left) in which he is turned, and on sudden cessation 
of the motion, there follows the normal post-rotary vertigo. On 
rotating the patient to the right with the eyes open there is no 
nystagmus during rotation, and no post-rotary nystagmus in sud- 
den cessation. When he is rotated to the left, there is likewise 
no nystagmus during rotation, but the post-rotary nystagmus be- 
comes marked in both amplitude and intensity, in a horizontal 
plane, on sudden cessation of the motion. During rotation, he 
inclines the head either to the right or left, corresponding to the 
direction in which he is turned. 

August 3. The patient continues deeply disoriented, with utter 
loss of appreciation of the time sense. No complaint of tinnitus, 
vertigo or nausea. Visual memory very poor; no diplopia, asym- 
bolia or astereognosis. The right arm shows marked incoordina- 
tion and ataxia, and some intention tremor, with the eyes either 
open or closed. 

August 4. In wrinkling the forehead, the folds are deeper on 
the right. He is able to stand up with the legs stretched wide 
apart; in walking, there is the same loss of equilibrium, he keeps 
the legs apart, sways considerably, crosses the legs in forward 
propulsion as formerly and makes many balancing movements 
with the arms. Frequently, he is almost propelled or forced back- 
wards ; at other times there are forced rotating movements of the 
entire body to the left. There is a constant complaint of “ sea- 
sickness.” 

August 8. The aimless restlessness continues, but the patient 
is decidedly more stupid. He is confused, disoriented, fabricates 
and shows an occupation delirium. There have been three mod- 
erate attacks of hiccough to-day. The subjective complaint of 
vertigo is constant. No tenderness over mastoid processes. Knee 
jerks exaggerated. On converging the eyes for near accommo- 
dation, or on extreme rotation of the eyes to the left, there de- 
velops a moderate horizontal nystagmus. Ptosis of both upper 
lids, more marked on the right. The right pupil is larger than 
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the left. The left arm shows the same incoordination and ataxia 
on active movements, and in attempting to use a pencil, he merely 
makes stabbing motions with the point. The speech is “ thick,” 
but without tremor of the voice, lips, or facial muscles. In pro- 
nouncing test words, he omits syllables, but there is no true 
paralytic speech defect. The tic of the left side of the face is 
almost constant. 

August 22. There has been no change in the patient’s condi- 
tion since the last note, with the exception of some increased dif- 
ficulty in swallowing. To-day he is semi-conscious with marked 
double ptosis and tremor of the entire right arm. He can move 
the eyeballs but slightly. Knee jerks increased; slight double 
ankle clonus, plantar reflex normal on the left, Babinski on the 
right; double Oppenheim reflex; cremasteric and abdominal re- 
flexes absent. During the next week, there was slight improve- 
ment in the general condition, but on August 31, there was a 
recurrence of the stupor with fever and double ptosis. There 
was great difficulty in swallowing, and he breathed noisily like a 
person under ether anesthesia, with periods of apnoea without 
cyanosis, lasting from 20 to 45 seconds. He gradually failed with 
increased frequency of the stupor and died September 15, 1905, 
of lobar pneumonia. 

Autopsy 45 minutes after death (Dr. T. A. Hoch) (only the 
findings in the nervous system are given). Both the middle and 
internal ears present an absolutely normal appearance. The 
inner table of the calvarium is granular and eroded, especially in 
the left parietal region. Macroscopically the cord appears nor- 
mal. Brain, 1220 grams. Dura thick and opaque, not adherent 
to the skull cap. Over the right hemisphere there is a large sub- 
dural hemorrhage, which flattens this hemisphere to about one- 
half the thickness of the left. The hemorrhage is firmly adher- 
ent to the dura and has a thick, greenish film near the pia. Be- 
tween these two layers there is a large fluid cyst, which contains 
considerable fluid blood and a red clot mixed with fibrin. Over 
the left hemisphere posteriorly, there is a partially organized clot 
about the size of a silver dollar. No milkiness of the pia. The 
convolutions of the right hemisphere are much flattened, as the 
result of pressure. The pons a little soft, the cerebellum and 
temporal lobes firm. The fourth ventricle is free from granula- 
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tions. Serial sections of the cerebrum, pons, mid-brain, and cere- 
bellum, showed absolutely no lesions. There was no dilatation 


(h of the ventricles and no punctiform hemorrhages in the central 
fre i gray matter. 
tab Microscopic examination. Left para-central lobule (Nissl 
(fi J stain). Orientation of cells normal. No increase of neuroglia 
da ii - nuclei. Vessel walls of normal thickness, no plasma or rod cells. 
oo | The large and small pyramidal cells show moderate pigmentation 
and a moderate degree of acute alteration. A few of the small 
ag f pyramids are in a state of beginning central chromatolysis. The 
6 | right paracentral lobule, the first right frontal convolution show 
a the same cell changes; likewise the medulla and the cord, espe- 
By cially in the anterior horn cells. The columns of Goll and Bur- 
dk F dach are intact; there is no disappearance of the myelin sheaths 
“| and no neuroglia increase. 
ae The anatomy of the central pathways concerned in equilibrium, 
h together with the physiological and hydrodynamical interpreta- 


tions of symptomatology, offers a far more complex problem than 
EF any clinical observation or post-mortem findings. It would com- 
k prise the anatomy of the complex vestibular nerve, of the central 
P connections of the cerebellum and the restiform bodies and the 
( relation of these to the oculo-motor nuclei, it would lead us 
into certain developmental and morphological theories of verte- 
brate equilibrium and still further into hydrodynamies and philo- 
\ sophical discussions of what constitutes space. As a digression 
of this sort would exceed the scope and purpose of this paper, 
| I shall content myself by very briefly summarizing the most im- 
portant points along these lines. 
f The dendrites of the vestibular nerve come from the ampullz 
of the semicircular canals and the utricle of the labyrinth. Part 
of their axones pass to a group of nuclei in the pons and from 
there, they have numerous connections with the cerebellum, 
oculomotor nuclei, tegmentum, olivary bodies, corpus trapezoi- 
deum, corpora quadigemina, geniculate bodies, optic thalami, and 
through the formatio reticularis with the motor nuclei of the 
cervical nerves in the cord. Anton, Zingerle, and Mott, locate in 
the frontal lobe the seat where impressions are conveyed by the 
semicircular canals, whereby orientation in the three dimensions 
of space is affected, while Mills places the pallial vestibular repre- 
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sentation of equilibrium, perception and orientation, in the sec- 
ond and third temporal gyri. Although there seems to exist no 
special cerebral center for equilibrium and orientation, yet we 
see how widespread are the central connections of the vestibular 
nerve. Therefore, it is easy to conceive how pressure of a sub- 
dural hemorrhage in a case like ours, should so affect those 
central pathways of the brain that are connected with the ves- 
tibular nerve, that disturbances of equilibrium and co-ordination 
could arise purely as a pressure symptom. This was of the cere- 
bellar-vestibular type, in the sense of a combined symptom of 
both a cerebellar and a vestibular lesion. The term central ataxia 
is to be preferred as less unwieldy and more localizing. The 
symptom-complex I have never seen in any other case of sub- 
dural hemorrhage, but in the end stages of general paralysis and 
senile melancholia, there is often a certain amount of motor inco- 
ordination apart from any special weakness or disturbance of 
sensation and due rather to a primary degeneration of certain 
motor fibers, 
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CEREBRAL ARTERIOSCLEROSIS.’ 


THE IMPORTANCE OF ITS STUDY TO THE PRACTITIONER 
OF MEDICINE. 


By DR. JAMES B. AYER, 


Boston, Mass. 


Of late the medical journals are crowded with articles upon 
Arteriosclerosis. It is evident that the value of its study is 
rapidly being grasped. It is considered from every point of 
view. 

I wish to say a few words as to the value of understanding the 
conception of arteriosclerosis to the medical profession. My re- 
marks bear entirely upon the practical side. 

Many years ago an estimable patient of eighty years bluntly 
interrupted me, while investigating his case, with the exclama- 
tion: “ Doctor, I see that you do not entirely understand old 
people!” 


He proved that elderly patients have a wonderful insight and 
can tell whether their physician is as much interested in “ wear 


and tear” and in the “ breaking down of the human frame” 
as in the symptoms of acute diseases of youth and middle age. 

Certainly senile disease and the patching up of the old machin- 
ery have not been attractive to medical men in times past. 

I claim that they should be studied as much as acute diseases, 
and that they cannot be understood without fully comprehending 
that arteriosclerosis is a general vascular disease of the whole 
system, 

As is often reiterated, “ The key to the understanding of senile 
disease lies in the mastery of the epoch-making communications 
of Gull and Sutton upon ‘ arterio-capillary fibrosis,’ as they called 
the wear and tear of the whole system. Bright had observed 
interstitial disease of kidneys and the heart, but Gull and Sutton 
had pointed out that he had ‘ forgotten the man between,’ and 
that the whole system was necessarily involved in the ‘ wear 
and tear.’” 


*Read at the sixty-second annual meeting of the American Medico- 
Psychological Association, Boston, June 12-15, 1906. 
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Although this new idea was given out in 1872, it was not 
to if generally accepted. In the edition of Flint, of 1877, the subject 
(h- is discussed in a few lines in which it is stated that Gull and 
fre |) Sutton had gone too far. Slowly, however, as the conception 
tal of Gull and Sutton gained way—the text books began to take 
(f | . it up and discuss the subject from the practical as well as the 
de | scientific side, till now the summing up of Dr. Alfred Stengel 
co (American Medicine, February 10, 1906) is forced upon all who 

have seriously considered the subject, viz. : 
a “The importance of arteriosclerosis as a generalized disorder 
it is clincally of the greatest practical value.” 
d Requiring a long and intimate acquaintance with the patient 
a the subject is peculiarly the study of physicians connected with 
dt chronic hospitals and asylums. It is also the specialty of every 
“ practitioner of long standing who, with this now accepted chart, 
7 studies his patients, as they begin to show signs of wear and tear. 


CLINICAL EXPERIENCE. 
OrGANS AFFECTED IN ARTERIOSCLEROSIS. 


I I—Brain: 
1 Pipe-stem all degrees; 
(<) Apoplexy—giving way; 
( (b) circuit cut; 
(c) irregular circulation 
| Consequences : 
(2) paralysis ; 
(b) aphasia, etc.; 
(c) wandering. 
Light symptoms : 
vertigo; 
poor memory; 
irritability ; 
slight unconscious attacks; 
delirium of illness; 
delirium of convalescence. 
IIl—Heart: 
Myocarditis ; 
diseased and leaky valves; 
angina pectoris. 
First symptoms, throbbing; palpitation. 
I11I—Kidney : 
1V—Digestive Organs. 
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In reviewing his cases I think one will be surprised to find 
how often there has been, for a year or more, some throbbing, 
slight dyspnoea on going up stairs, or a feeling that it is not wise 
to run for a train. 

If the physician listens to the heart at the time, there is often 
present accentuation of the aortic sound, and the symptoms of 
high tension of the pulse must be carefully studied. There may 
be arrhythmia. 

During the last few months there is beginning to be discussion 
about the preliminary stage. If arteriosclerosis is divided into 
three stages, can one give a distinct, clear-cut description of the 
early, first stage? 

Rapidly as our knowledge is advancing, and clearer and 
clearer as the disease stands out, I do not yet feel that the first 
stage can be well defined in the majority of cases. 

One thing that does impress me is that the cardiac symptoms 
frequently come to a standstill—often in time losing their com- 
parative importance. 

With a representation of cardiac circulation connected with the 
cerebral, we get a broad and actual view of the situation—for 
nothing stands out more clearly than the fact that cerebral 
arteriosclerosis is only a part of a general arteriosclerosis. One 
ought not to look at it as a distinct affection. 

It seems to me that a colored drawing by Mr. H. F. Aitken, 
such as I pass around (to which arteriosclerotic patches may 
be added when we get sufficient statistics), will be invaluable in 
impressing upon our minds the intimate connection of the whole 
vascular system in arteriosclerosis. 

Certainly the Circle of Willis, the large vessels from the heart, 
and the coronary arteries have the most intimate relation to 
each other in this respect, and this fact stands out at a glance. 

It would be well to have another chart made adding the arterio- 
sclerotic patches of other organs, especially of the kidney. 

Mr. Aitken, at my suggestion, has also made a series of 
studies shown this week in the exhibition for this society at the 
Harvard Medical School, illustrating arteriosclerotic brain con- 
ditions for which we are indebted to the Pathological Laboratories 
of the Massachusetts General Hospital and the City Hospital. 

A faithful effort has been made to sketch the specimens in an 


: 
it 
4 
# 
Perk: 
| 
fi 
{ 
4 
} 
| 


334 CEREBRAL ARTERIOSCLEROSIS [ Jan. 


exact manner and to dissect the arteries with minute care, believ- 
ing that in illustration of a goodly number of cases (with some 
knowledge of their clinical history) we will be better aided than 
in any other way to understand cerebral arteriosclerotic symp- 
toms. 

The variety and irregularities of the arteries making up the 
Circle of Willis, their great diversity, and changes due to arterio- 
sclerotic patches are suggested in these drawings. 

The circuit cutting, irregular circulation and giving way due 
to arteriosclerotic changes, especially by narrowing the caliber of 
the pipe-stem arteries, in short, the variety of ways these patches 
interfere with the circulation, causing paralysis, aphasia and wan- 
dering, and the milder degrees of dizziness, vertigo and slight 
unconscious attacks, are better understood by studying even this 
small collection. 

The influence of thrombi in narrowing and occluding the ves- 
sels is not borne upon sufficiently in these few pictures. Nor was 
there room for the important study of minute cerebral aneurisms. 

Nor do the specimens throw light especially upon the influence 
of toxicity of the blood from disease, but I would particularly like 
drawings which might help us to decide a differential diagnosis 
between arteriosclerotic conditions and anemia as age alone does 
not determine the diagnosis. 

If it were not framed with the others I would like to pass 
around one of Mr. Aitken’s sketches showing the extent to 
which one of the striate arteries was found to curve. I have 
not yet been able to learn whether cerebral arteries winding to 
this extent may be considered normal or abnormal. This single 
winding striate artery proved as much of an incentive to make 
these studies as any of the specimens of arteriosclerotic changes 
found. 

The prognosis cannot be understood without a thorough ac- 
quaintance with the fact that arteriosclerosis is a general vascular 
disease. 

I can illustrate this abundantly from my records of old people. 
Six years ago an elderly patient developed arrhythmia which 
has continued since and is now clearly seen to be one of the 
earlier symptoms of arteriosclerosis. 

At first his friends went with him, by my advice, when he went 
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away traveling; but in a couple of years he took advantage of 
my going away and began to go by himself and climb hills in the 
White Mountain district. While the irregularity of the heart 
continues unchanged he is to-day in better condition than the 
average man of the age of eighty. 

For kidney symptoms the albumin and casts have repeatedly 
suggested an unfavorable prognosis until, in time, the fact was 
recognized that the interstitial nephritis connected with general 
arteriosclerosis does not advance to any extent in many cases 
when the patient is placed under good conditions. 

As for cerebral arteriosclerotic symptoms, I feel that giddiness 
and vertigo stand out prominently as particularly puzzling symp- 
toms. They are the baffling symptoms. 

I recall in illustration, a patient then aged about seventy-five 
who, six years ago became so possessed with vertigo (a sea-sick 
feeling) when she suddenly changed her position, especially 
when taking articles down from a high shelf, or when she began 
a meal that she had to lie down; in short, whenever there was a 
quick disturbance of the circulation of the brain, the symptoms 
of vertigo were so marked that she caused me a great deal of 
thought and care until I had studied and understood her. 

These symptoms disappeared in a few years, but have been 
intermittent since. She is, however, now a very active house- 
keeper, commencing her duties early each morning. 

It is unnecessary to multiply cases illustrating the importance 
of waiting months or years if necessary, until symptoms—often 
alarming—of heart, kidney or brain have been carefully watched 
long enough to determine whether they belong to general arterio- 
sclerosis or are only of local origin. 

We all learn by experience how baffling are the cerebral arterio- 
sclerotic symptoms showing themselves by the varieties of vertigo, 
and how much patients improve under good conditions. Even 
arteriosclerotic epileptiform attacks have less effect upon the 
patient’s mental condition than would be expected. How much 
we wish to know the condition of the cerebral circulation in these 
cases. 


This optimism and fortunate prognosis depends upon placing 
the elderly patient under good conditions, upon relief from worry 
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and care, upon producing ease of mind by travel, agreeable oc- 
cupation, and by fads. 

I will end as I began by a quotation from an elderly patient 
to show that we must use tact and not insist upon ideal treatment 
against our patient’s wish. 

In trying to influence a patient, this week, to go to the hospital 
for a few days, to be under observation—telling him that this 
was the safe course to take, he said, “ Doctor, I will go if I get 
decidedly worse, but I feel that a man who is nearly 78 years of 
age has earned a right to take some risks and decide for him- 
self.” 


In this short paper I must apologize to the members of this 
society for having told them nothing new. 

I hope, however, that a brief resumé of one’s convictions of 
the importance of a practical use of the modern method of classi- 
fying arteriosclerosis and of studying the arteries, and of op- 
timism with regard to the benefit of the extensive study now 
being made of the subject may be worth expressing here. 
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THE HISTORY AND USE OF THE TERM DEMENTIA: 


By G. ALDER BLUMER, M.D., 
Medical Superintendent, Butler Hospital, Providence, R. I. 


The history of the term “ dementia” epitomizes that of psychi- 
atry itself. Beginning with its ancient Roman use when in the 
speculative philosophy of Cicero* amentia was its accepted 
synonym, and when the conception was that of the English 
“ madness,” and coming down the centuries to modern times, it 
is a term that has been applied to a host of varying conditions. 
Indeed, within the past three years the attempts at precise inter- 
pretation of even our youngest, most aspiring, and least fallible, 
alienists have been hopelessly baffled by the wide, loose, and 
vague use of this locution. For who is there here that cannot 
recall instances very many within that brief period when “ acute 
dementia ” has been used to connote on the one hand conditions 
of mental bewilderment and confusion and on the other to char- 
acterize terminal and incurable states—states, albeit, differing as 
the poles asunder in etiology and underlying pathogenesis? In 
the strenuous endeavor of modern psychiatry sharply to differen- 
tiate morbid mental states and therein, perchance, to find the key 
to prognosis and treatment, this indiscriminate use of the word 
dementia has been responsible for deplorable confusion alike in 
the literature and the minds of its students. One might suppose, 
from the numerous compound words in which it appears, that no 
matter how indefinite the qualifying term of that compound, the 
substantive itself had a precise significance of common agree- 
ment. Thus, from the descriptive terms involutional, senile, pre- 
senile, paretic, precocious (with the three varieties, paranoid, 
hebephrenic, and catatonic dementia), alcoholic, toxic, syphilitic, 


*Read at the sixty-second annual meeting of the American Medico- 
Psychological Association, Boston, June 12-15, 1906. 

?Animi affectionem lumine mentis carentem nominaverunt amentiam 
eandemque dementiam. Tusc. 3, 5, 10. 
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traumatic, organic, post-apoplectic, paralytic, hysteric, acute, 
chronic, primary, secondary, terminal, and even congenital 
dementia, one might infer that each of these states exhibited 
certain well-recognized features common to all, the difference 
being merely as to age, genesis, etiology, etc. If, however, 
it should be judged from this free, though apparently positive, 
use of the word that its psychological definition and analysis 
could be readily ascertained, grievous disappointment and _per- 
plexity would follow an attempt to gain a knowledge of the 
prominent features of the analysis as expounded by different 
authors. Take, for instance, the latest edition of so well-known 
a text-book as Church and Peterson and we find our authors 
speaking of dementia as a term employed to designate simple 
mental enfeeblement of all the mental faculties, and again de- 
claring that in medicine it signifies only a general weakening of 
a mind once normal. Though a sharp distinction is here drawn 
between a congenital mental weakness and dementia, with this 
definition as a criterion, the term could be applied to any acute 
mental disturbance. The more modern conception of dementia 
as a permanent and incurable defect receives no mention in this 
work. 

“Dementia,” observes Esquirol, “ must not be confounded with 
imbecility or idiocy. In imbecility neither the understanding nor 
the sensibility has been sufficiently developed. He who is in a 
state of dementia has lost these faculties to a very considerable 
degree. The former can neither look backward nor into the 
future ; the latter has recollections and reminiscences. Imbeciles 
are remarkable for their conversation and acts which greatly re- 
semble infancy. The conversation and manners of the insensate 
bear the impress of their former state. There exists, therefore, 
a form of mental alienation which is very distinct—in which the 
disorder of the ideas, affections, and determinations is character- 
ized by feebleness and by the abolition, more or less marked, of 
all the sensitive intellectual and voluntary faculties: this is de- 
mentia.” * 


Griesinger * says, “In all these cases of dementia the funda- 


*Quoted by Bucknill and Tuke, Psychological Medicine. First English 
edition published in 1858. 
*Griesinger. Mental Pathology and Therapeutics, 1861. 
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mental disorder consists in a general weakness of the mental 
faculties. In the sphere of the emotions this is manifested in the 
increasing incapacity of the patients for any profound emotion 
with irregular change of quite superficial emotions or persistent 
complete indifference. . . . It is this indifference which shows 
the abnormal state of the emotional reactions toward the external 
world (laughing and amusing themselves in the midst of the 
saddest events, etc.). ... With the complete indifference and 
absence of all actual desires which characterize the patients we 
sometimes see manifested disorderly mental movements and aim- 
less, extravagant impulses whose meaning the patient himself 
cannot understand, and the reaction of the will where this still 
exists has throughout the character of transitoriness and in- 
constancy.” 


‘ 


Clouston * defines “ mental enfeeblement,” using the term in a 
special and scientific sense [dementia?], as ‘“ A general weakening 
of the mental power comprising usually a lack of reasoning 
capacity, a diminution of feeling, a lessened volitional and inhibi- 
tory power, a failure of memory, and a want of attention, interest, 
and curiosity, in a person who had those mental qualities and 
lost them, or has come to an age to have them and they have not 
developed.” 

Henry Maudsley * takes dementia to be “ the destruction or loss 
of mind, as distinguished from amentia, which is used to denote 
idiocy or the privation of mind occasioned by causes that have 
acted before or soon after birth—that is to say, before there has 
been a change of its development.” 

For E. C, Spitzka’ “ primary mental deterioration is an uncom- 
plicated enfeeblement of the mind occurring independently of the 
developmental and involutional periods.” 

Charles Mercier" says, “ Clinically, the term ‘dementia’ is 
used to characterize the very large group of cases in which dimi- 
nution of intelligence constitutes the most conspicuous feature of 
the malady.” 


* Clouston, Clinical Lectures on Mental Diseases, 1883. 
*Henry Maudsley, The Pathology of Mind, 1879. 

*E. C. Spitzka, Manual of Insanity, 1887. 

*Charles Mercier, Text Book of Insanity, 1902. 
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For Régis* “dementia is an acquired cerebral infirmity char- 
acterized by failure of the intellectual and moral faculties.” 

A. Campbell Clark” concludes that “ dementia means mental 
wreckage, the result of storms of mental excitement or the rav- 
ages of organic disease.” 

For John B. Chapin” “dementia is an enfeeblement of the 
mental faculties.” 

Kraepelin,” although using the terms die Dementia precox and 
die Dementia paralytica in his classification, seems studiously to 
avoid reference to, or discussion of, the simple term Dementia; 
indeed, the word, surprising as it may seem, cannot be found in 
the indices of either volume of his latest edition. In his text the 
word appears rarely and one looks in vain for an analysis or 
characterization of the condition. It might be thought that a 
deliberate attempt to avoid confusion had led him to adopt the 
term der Altersblidsinn for the cases frequently nominated 
“senile dementia” and that Blédsinn and Dementia were re- 
spectively employed to designate mental states of dissimilar char- 

acter. This supposition is, however, unsupported by the facts, 
for in the description of Dementia precox, the terminal state is 
never referred to as dementia but as Verblodung, Schwachsinn, or 
Defekt (excepting, see 7, below). Thus he mentions the follow- 
ing distinct varieties of termination in dementia pracox: 


1. Complete recovery (vollstaéndige Heilung). 

2. Recovery with defect. (Heilung mit Defekt.) 

3. Simple dementia. (Einfache V erblidung.) 

4. Weak-mindedness with confusion of speech. (Schwachsinn 
mit Sprachverwirrtheit. ) 

5. Hallucinatory weak-mindedness. ( Hallucinatorischer 
Schwachsinn. ) 

6. Hallucinatory paranoia. (Hallucinatorische Verriicktheit.) 

7. Paranoid dementia. (Dementia paranoides.) (Clinically 
distinct from 6.) 


* Régis, Practical Manual of Mental Medicine, 1891. 

* A. Campbell Clark, Clinical Manual of Mental Disease, 1897. 
* John B. Chapin, A Compendium of Insanity, 1808. 

* Kraepelin, Psychiatrie, 7th edition, 1903. 
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8. Profound dementia. 
(a) Desultory forms. (Faselige Verblodung.) 
(b) Forms with mannerisms (manterierte Formen). 
(c) Excited forms—agitated dementia (erregte Formen 
—agitierter Blodsinn). 

9. Stuporous dementia. (Stumpfe Verblidung—A pathische 
Verblodung.) 

The term dementia, according to his conception (though he 
does not seem to think it necessary precisely to define the word), 
appears to be a generic one, including all forms of acquired per- 
manent weak-mindedness or defect, and if his “ complete recov- 
ery” from dementia pracox be accepted as a possible outcome, 
even temporary mental disturbance may fall under this appellation. 

It’s a far cry from Kraepelin, the scientist, to Tennyson, the 
poet, but one is reminded in this context that 

Words, like Nature, half reveal 

And half conceal the soul within. 
The author of “In Memoriam,” when appealed to by his young 
countrymen for interpretations, insisted that poetry was not an 
exact scientific statement. “It is shot like silk,’ he said, “ with 
many glancing colours. You must not say this means this and 
that means that, and no more. . . . Every reader must find his 
own interpretation according to his own ability and according to 
his sympathy with the poet.” 

The nearest approach which Kraepelin makes to a concise defi- 
nition is, when speaking of the deterioration process, he says, 
“ Naturally from this there proceeds a progressive destruction of 
the original personality, which has been usually designated by the 
name Verblédung, according to the form of the mental dis- 
turbance which terminates in a somewhat varying manner, and 
especially in very different periods of time.” The enormous 
elasticity which Kraepelin demands for this term is better appre- 
ciated if one reads, on the one hand, his description of senile de- 
mentia, and, on the other, that of dementia pracox. 

Of senile dementia he says, “ Psychic changes of old age in 
their most intense expression lead to the clinical picture of senile 
dementia (Altersblédsinn). Here the comprehension of external 
impressions is rendered more difficult and slower. As a result, 
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the environment is only appreciated in its boldest outlines, while 
the finer and smaller variations are no longer noted, the coherence 
of complicated phenomenon no longer understood ; patient, there- 
fore, easily loses clear orientation in daily events, loses himself 
easily, forgets the topic in conversation, fails to note and over- 
looks the important details, becomes sleepy, lazy in thought, dull, 
confused as to time, loses easily the thread of thought; disturb- 
ances of memory are usually marked, especially as to more recent 
events, which produce a greater and greater poverty of the store 
of ideas. The devastation makes itself also apparent in the 
emotional life ; the patient becomes dull and indifferent ; his sensi- 
bility for sorrow and joy of life and existence becomes extin- 
guished. In the foreground of the interest appears more and 
more the personal ego and the satisfaction of personal needs and 
desires. Judgment, so far as it has to do with earlier acquired 
concepts, is quite good, though in the domain of temporal rela- 
tions they are prone to exhibit the most fantastic contradictions.” 

On the other hand, of dementia przcox he says that the whole 
domain corresponds really to the forms of disease earlier assigned 
to the dementia processes. Kraepelin suggests the change of 
name [to dementia precox] because paresis and senile dementia, 
as well as a series of other disease processes, could be eventually 
understood as falling under the caption of a dementing process. 
Here, as opposed to senile dementia, comprehension of external 
impressions suffers no great injury, orientation is for the most 
part undisturbed, consciousness, apart from the demented end- 
condition is in many cases permanently and completely clear; 
memory is comparatively little disturbed, retentivity very well 
preserved. 

Ziehen ” defines defect psychoses as “ mental disturbance with 
intelligence defect,” feebleness of judgment and memory indi- 
cating the intelligence defect. These defect psychoses include 
congenital and acquired weak-mindedness. The defect psychoses 
can be characterized as organic; the psychoses without intelli- 
gence defect, as functional; that is, macroscopic or microscopic 
changes shown in the cerebral cortex can be recognized in the 
former but not in the latter. The circumscribed defects of the 


* Ziehen, Psychiatrie, 2d edition, 1902. 
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intellectual and reflected emotional tone are to be differentiated 
from acquired weak-mindedness, in which certain intellectual 
emotional tones are gradually lost. In the severest grade this 
loss is to be designated as emotional defect, but here it goes hand 
in hand with an ideational defect ; thus, the dementia hebephrenica 
(or precox) of Ziehen 
puberty and is identified by a progressive primary intelligence 
defect and several characteristic accompanying symptoms (apathy, 
stereotypy, etc.). Here we see a point of view exactly the re- 
verse of that taken by Kraepelin, who makes the emotional de- 
fect the characteristic feature of dementia pracox. 

Wernicke is the only author who seems to have been troubled 
by the loose manner in which the term dementia is used on all 
sides, and who alone frankly recognizes the difficulty and directly 
attacks the problem. He first makes a masterly endeavor to 
define the term dementia in its general application and then to 
characterize each of the clinical varieties. 

He declares acquired dementia to be, “ surely an omission pro- 
cess,—a defect condition’; that one might, therefore, expect to 
measure the dementia by the loss in mental endowment and con- 
scious content if it were not that normal mental endowment 
varies greatly from time to time. It might further be postulated 
that a diminution of mental equipment could be assumed, only 
when this had been formerly, to a recognizable extent, more sig- 
nificant ; thus, a distinction would at the same time be formed 
between acquired and congenital weak-mindedness. But there 
are certain qualifying conditions to even such a criterion as this, 
since normally much is lost from the mental constitution as may 
be readily proved by examining any older physician or jurist as 
to the facts acquired while studying for a degree. A loss of 
positive knowledge could be only regarded as pathological, then, 
when this was either, but a short time previously acquired, or 
when in the interval since the acquirement it has been constantly 
freshened or applied. A loss of the most common memories, 
corresponding to the status or grade of culture of the individual, 
would always be a reliable sign of acquired dementia, but even 
this may not be considered as decisive since there are conditions 
in which high-grade defects of this sort exist for which the 
patients, however, have complete insight and, through this, mani- 
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fest normal judgment. When these patients count upon every 
defect and at the same time are capable of exerting a tolerable 
degree of attention, one must hesitate to designate them as de- 
mented. Accordingly, especial weight has always been laid upon 
judgment ability, a loss of which has been held to be, though not 
by Wernicke, the very essence of dementia. Really it must be 
recognized that this criterion, inasmuch as it involves a quanti- 
tative element, is particularly suitable as the measure of the ability 
of the association organs. But here again a source of error is 
to be reckoned with. This relates to the judgment which the 
patients show concerning their delusions, or in general, concern- 
ing all elementary psychic symptoms. One can just as well ex- 
pect that a patient should mistrust the testimony of his own 
senses and should recognize an hallucination as unreal and patho- 
logical because it contrasts with other experiences, as to expect 
a free judgment concerning a delusion, no matter how senseless 
the content: such a supposition is contradictory to the nature of 
mental disturbance. 

Wernicke lays little weight upon differences in the type of 
delusion, such, for example, as is seen between the delusions of 
the paretic and the paranoid, as giving information as to the 
presence or absence of dementia. In the last analysis he finds a 
lack of association common to every delusion and that this lack 
rests upon the most fundamental process of all mental disease, 
namely, sejunction, 

Even in the typical example of paranoia, a primary delusion 
of grandeur, arising in a primordial delirium, in a later state will 
remain unexplained for the patient himself so long as the con- 
fabulation does not win for itself firmer conditions, but will not 
on that account be considered any less a fact. There is simply 
an autopsychic disorientation which, according to the prevailing 
feeling of well-being, takes on the content of delusion of grandeur. 
In these cases actual intelligence defect is wanting and Wernicke 
thinks that Hitzig is wrong in finding even a loss of judgment 
and an intelligence defect in patients obsessed with fixed ideas; 
for example, querulants. One could just as well conceive the 
allo-psychic anguish which always has a content contrasting with 
actuality, with retained allo-psychic orientation, as a proof of 
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dementia, though as we know by the outcome of such cases there 
is no permanent defect. 

So, concludes Wernicke, judgment defect in mental disease per- 
mits the conclusion that dementia or weak-mindedness is present, 
only in so far as the defect is related to other matters than the 
delusion or other elementary psychic symptoms. Having made 
this reservation, however, he finds mistakes in judgment a valu- 
able clinical sign ; for example, when a patient, otherwise without 
clouded consciousness, fails to recognize as pathological the very 
disordered behavior of fellow-patients, or when a bookkeeper who 
can no longer do simple sums correctly nevertheless thinks of 
returning to his earlier responsible situation. The behavior, ac- 
cording to Wernicke, is the best proof of judgment ability. 
Herein he is in accord with Mercier * who has always insisted that 
conduct is the main thing that is disordered in insanity. “It is 
disorder of conduct that gives to insanity its whole significance. 
Disorder of mind without disorder of conduct, if it were possible, 
would be unimportant; if it were important, would be unrecog- 
nizable ; and thus the first essential to a knowledge of insanity is 
an enumeration of the main features of conduct, and of the ways 
in which conduct may be disordered.” 

In many cases the weak-mindedness is seen in decline in the 
number of concepts with a consequent actual lack of ability to 
distinguish between certain closely-related ideas, such as between 
civilization, culture, nation, State, religion, belief, etc. Tact and 
cleverness, and especially the ability to express oneself happily, 
are valuable criteria for the establishment of the presence or 
absence of feeblemindedness. In very low orders this lack of 
discriminative ability is shown to a very marked degree. And 
we have here, therefore, a quantitative estimate of the lack in the 
content of consciousness. In certain cases a diminution of re- 
tentivity forms a parts of the dementia, but this is also found in 
acute cases where there is no dementia. The same may be said 
of attention. The highest grades of dementia are always char- 
acterized in that the attention can be aroused or fixed only with 
difficulty, if indeed at all. 

Having thus endeavored to outline the striking characteristics 
of dementia in general, Wernicke endeavors to pick out for the 
different varieties the hall-marks which give varying color accord- 
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ing to the separate etiology. He finds but few striking, dis- 
tinguishing features. Relating particularly to paretic dementia, 
he speaks of the character changes and of the psychic incoordina- 
tion and of the verbal images lost in the reverse order to that of 
acquirement, so that a more and more simple character obtains, 
approaching nearer and nearer to the child type. In post- 
apoplectic dementia he finds emotional incontinence of special 
importance ; in the epileptic terminal states, irritability and intoler- 
ance, tendency toward outbreaks of violence and occasional at- 
tacks of rage. In addition he finds an outward display of piety 
of very frequent occurrence. Retentivity is comparatively little 
affected, while there is, on the other hand, a loss of comprehension 
which is found very great and which is particularly visible in the 
labored verbal expression. In the alcoholic form of dementia 
there is emotional dullness and brutality even where there is little 
defect in mental endowment. In hebephrenic dementia there is 
an unripe developmental condition corresponding to puberty. 
There is childishness, silliness, foolishness. Laziness of thought 
is to a certain extent specific and results in the characteristic non- 
sense answers or approximate answers (V orbeireden, Danebenre- 
den). Gradually there develops an unmistakable resentment and 
sullenness against required mental exertion. The patient with- 
draws from all conversation, demands to be let alone, and finally, 
if the effort is persisted in by a second person, angry outbursts 
result. Attention is hard to arouse but retentivity is surprisingly 
good and considerable fragments of earlier knowledge are often 
exhibited to the great surprise of the observer. Facial expression 
remains much more lively than one would expect from the degree 
of dementia. In senile dementia there is general mental dullness, 
an egoistic retraction of interest and, above everything else, an 
almost complete loss of retentivity and a corresponding loss of 
memory for the immediate past which is combined with con- 
fabulation. 

And yet, after a close study of the problem as presented by 
such a master as Wernicke, we are left with a feeling of dissatis- 
faction as to the final result of the attempt at a solution of the 
difficulty ; a feeling that after all even he, with the best possible 
good-will and expenditure of his best effort, has laid down that 
problem not quite answered. It is asking much of our insatiable 
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demand for narrower delimitations of scientific terms to accept 
as belonging to one head two conditions of which one is character- 
ized by a loss of comprehension of external impressions, clouding 
of consciousness, even disorientation, a destruction of retentivity, 
and loss of memory with but moderate emotional defect ; and the 
other, with no disturbance of these intellectual elements, but, on 
the contrary, a characteristic deterioration of the affective pro- 
cesses. The conditions would seem to be almost opposite and 
contradictory in nature, and our willingness to accept this group- 
ing is strengthened by such statements as that of Ziehen to the 
effect that the defect psychoses can be characterized as organic, 
and psychoses without intelligence defect as functional. That 
macroscopic or microscopic changes can be shown in the cerebral 
cortex in the former but not in the latter, and particularly when 
we know that no characteristic organic changes have been found 
in dementia pre@cox and that closer psychological analysis tempts 
us to doubt the existence of a genuine intellectual, as opposed to 
an affective, defect and suggests the possibility that these cases 
may in the end be found to be more functional than organic. 

In conclusion, we may indicate that in psychiatry we have 
arrived at the place where we must look to our terminology and 
that we cannot afford to proceed with our studies until we have 
defined clearly and sharply even the most simple of those psychia- 
tric substantives which are the sine qua non of psychiatric thought. 
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INSANITY AND SUICIDE.’ 


By CHARLES W. PILGRIM, M.D., 
President N. Y. State Commission in Lunacy. 


That insanity and suicide are increasing out of proportion to 
the increase of population cannot be denied. The statistics of 
England, as well as those of the United States, show beyond 
doubt that there is a disproportionate increase in the number of 
insane to the general population, which cannot be explained by 
the oft-repeated statements that this increase is due to the ac- 
cumulation of old cases whose lives are prolonged by the better 
care of the present time. 

In the State of New York, where statistics are kept with 
unusual care, the State Commission in Lunacy, in its Seventeenth 
Annual Report which has just been prepared, states that in 1892 
the population of the State was 6,513,343, and the number of 
insane in all of the institutions of the State was 17,275, a ratio 
of one insane person to 377 of the general community. On the 
Ist of June, 1905, the population of the State was 8,066,672, and 
the insane under treatment in the different institutions amounted 
to 27,300, a ratio of the insane to the general population of one 
to 299. In addition it is estimated that 6000 insane persons are 
being cared for in their homes in the State of New York, which 
would bring the ratio to the alarming figures of one insane per- 
son to every 242 of the general population. 

An increase similar to that in the State of New York is re- 
ported by the Commissioners in Lunacy of Great Britain. I 
think, therefore, we must admit the unpleasant conclusion that 
there is an undue increase in the number of the insane. 

That suicide is also increasing at a rate to cause surprise and 
alarm is positively shown by the statistics which Mr. Frederick 
L. Hoffman, statistician for one of the great insurance companies, 


*Read at the sixty-second annual meeting of the American Medico- 
Psychological Association, Boston, June 12-15, 1906. 
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has carefully compiled. The compilation of these statistics was 
begun in 1890 and they relate to fifty American cities. From year 
to year the same sad story is told of an increasing propensity to 
self-destruction. In 1890 the ratio was twelve; in Ig00 it was 
sixteen; while in 1904 it had risen to nearly twenty per 100,000 
of the population. 

San Francisco, which has attracted so much attention of late, 
far exceeds any other American city in its ratio of suicides, and 
it has made rapid progress in this direction since 1890. In that 
year the rate was 23.7, in 1900 it was 49.9, and in 1904 it was 
72.6 per 100,000 inhabitants. These figures were so much in 
excess of those from any other city that I entered into corre- 
spondence with Mr. Hoffman in regard to their accuracy and 
causes. Mr. Hoffman admitted that the facts were difficult to 
explain but he was inclined to believe that the unusually high 
rate was due to an excess of males in the population, to the high 
percentages of foreign-born, especially the Germans and Chinese 
in whom the suicidal tendency is very common, and to an excess 
of more than 13 per cent of the population of those between the 
ages of 20 and 64, the period in which practically all suicides 
occur. The location of San Francisco is also favorable to a high 
suicide rate. It is a port, a terminal station, and a supply center 
for a vast mining region, and among those who “ pitch their tents 
on its trembling soil” there is always a large number of promo- 
ters, prospectors, and speculators who are successful to-day and 
failures to-morrow. 

Next to San Francisco, Hoboken bears the unenviable reputa- 
tion of having a record of nearly 38 per 100,000, which is about 
twice as high as the general average. St. Louis, Milwaukee, and 
Chicago follow close behind. The high percentage in these cities 
is probably due to the large German element among the resi- 
dents. New York does not greatly exceed the general average, 
and this condition is undoubtedly due to the large proportion of 
Hebrews which it contains, it being well known that those of the 
Jewish faith have a strong aversion to self-murder. 

New Bedford, Fall River, Lynn, and Lowell, all New England 
factory towns, have a very low suicide rate, varying from three 
to eight per 100,000 of population. The low suicide mortality 
in these cities is largely accounted for by sex distribution and 
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nativity just as we have antithetically accounted for the high rate 
in San Francisco. In all factory towns there is an excess of 
females over males and in the New England towns mentioned 
nearly 50 per cent of the foreign-born population have Canadian 
mothers. As the United States census of 1900 shows that the 
suicide rate is extremely low in those born of Canadian mothers 
this is an important consideration. But despite the differences 
due to local conditions the statistics of the country as a whole bear 
mournful testimony to the ever-increasing tendency to suicide and 
insanity ; and this increase is but natural in view of our cosmo- 
politan population and the conditions of stress under which we 
live. 

It is a truism that the more complex our civilization and the 
greater the opportunities for failure and disappointment, the 
greater will be the tendency to self-destruction. The advances 
and progress of the last few years, while making life more at- 
tractive for the few, have made it more difficult for the many. 
Our wants have increased faster than our ability to supply them. 
Wages have not increased as rapidly as has the cost of life’s 
necessities. The mechanic, the tradesman, the professional man, 
and the man of wealth are all travelling at “the pace that kills.” 
It does not matter whether that pace is in the pursuit of pleasure, 
the acquisition of riches, or the effort to secure the bare necessi- 
ties of life, for the result is too often the same—the clouded brain 
or the suicide’s grave. 

Education also has made the masses dissatisfied with their 
conditions of life and the extension of pseudo-scientific doctrines 
has weakened religious sentiment. Too many are filled with 
pessimism which later leads to despair. Too many are willing 
to cry as Thomson does in “ The City of Dreadful Night”: 

“This life holds nothing good for us, 
But it ends soon and never more can be; 
And we knew nothing of it ere our birth 


And shall know nothing when consigned to earth; 
I ponder these thoughts and they comfort me.” 


When one begins to find comfort in such thoughts as these it is 
very easy to go a step further and to say with the same author: 
“Tf you would not this poor life fulfil, 


Lo, you are free to end it when you will 
Without the fear of waking after death.” 
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How far actual insanity is responsible for suicides outside of 
hospitals for the insane is a very difficult question to settle. That 
suicide in itself is proof of insanity no modern alienist will admit. 
It is true that early in the century Esquirol contended that all 
af suicides were insane and his theory that the act was so opposed 
H to the natural instinct of self-preservation that only one who was 

insane would commit it, was accepted and advocated by many 
A French alienists of note. Dr. Forbes Winslow in England ad- 
, i vanced the same doctrine, and although the idea was never gener- 


ally accepted by moralists and scientists, it appealed to the lay 
mind and is to-day quite universally approved by public opinion, 
: for it is but natural for the friends who are left behind to find 
comfort in the thought that the deed was due to that convenient 
form of mental trouble known as “temporary insanity.” But 
the cold facts adduced by careful investigation do not bear out this 
popular belief. Dr. Wynn Westcott, who has made an exhaustive 
iy study of this subject, found that in only twenty per cent of the 
i cases which came under his notice as deputy-coroner for Central 
ma Middlesex, had the friends suspected insanity or noticed any 
wt signs which would have led them to believe that the suicide was 
suffering from mental disease. Other authorities put the propor- 
tion at about one-third of all the cases, and Dr. J. J. O’Dea adds 
still another third which he considers due to “ latent insanity.” 
e Anything like accuracy, however, is impossible on account of the f 
ah great difference of opinion as to what constitutes insanity, for i 
the lay jury and the experienced alienist by no means agree. 
Even the latter cannot always tell just when one leaves “ That : 
‘1 dismal borderland between the dusk of simple depression and 
i} the night of lunacy.” Some light, however, is thrown on this 
. question by an examination as to the mental condition of those 
who have unsuccessfully attempted self-destruction. In England 
statistics show that only about four per cent of those who are 
charged with attempting suicide are found to be insane. Many, 
of course, are on the borderline and many more are subjects of 
drugs or drink, the attempt at suicide being merely the culmina- 
tion of a career of immorality and dissipation, but those who pre- 
sent marked evidence of brain disease are few indeed. 
Dr. Strahan, in his interesting book on suicide and insanity, 
} divides all suicides into two classes, rational or quasi-suicide, and 
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irrational or true suicide. He subdivides rational suicide into 
two classes, namely: (1) Those who destroy their lives that 
they may gain something which they value more highly than 
life, as, entrance upon the joys of paradise, the fellowship of 
departed friends, etc., and (2) Those who commit the suicidal 
act that they may escape some real and impending evil which 
they consider more terrible than death, as, slavery, physical suf- 
fering, dishonor, and the like. To the first subdivision belong 
the cases of pagan times, and also those of early Christian days, 
while in the second we must place many cases of the present day. 

One of the most notable cases of recent years to be placed in 
this subdivision was that of Whittaker Wright, an English min- 
ing engineer and chemist, who killed himself at the Royal Court 
of Justice, Strand, shortly after he had been sentenced to seven 
years’ penal servitude. Wright was a man of education and in- 
fluence and had succeeded in involving many prominent persons 
in his fraudulent schemes. He was at length arrested, brought to 
trial, and convicted. He was removed to a private room, which 
had been assigned to him during the trial, and after conversation 
with his solicitor for a few minutes in regard to the steps neces- 
sary to be taken to secure a new trial, he suddenly began to 
breathe heavily and in a few minutes expired. The coroner’s 
inquest revealed the fact that his death was due to cyanide of 
potassium, and the coroner in reviewing the case said: “It is 
certain beyond all doubt that he took his own life, and it is clear 
that he took it knowing exactly what he was doing. There was 
no suggestion of insanity, but there was an extremely strong 
motive explaining why he acted as he did.” The jury rendered 
a simple verdict of suicide. 

Another case almost identical, which occurred during the past 
few weeks, is that of a follower of Father Gapon who dramatically 
committed suicide while an investigation of charges of embezzle- 
ment was being made against him. 

In the same classification may be placed the suicides of the 
Russian prisoners described by Deutsch in his “ Sixteen Years 
in Siberia,” in that intensely interesting chapter called “ The End 
of the Tragedy.” These suicides also strikingly illustrate the 
manner in which the act may spontaneously assume an epidemic 
form. In describing the sufferings of the prisoners he says: 
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“Terrible days followed. I find it hardly possible to describe 
our state of mind. It was not depression that we felt but deep 
agitation and gloomy resolution.’’ Later came tidings of the 
suicide of three women who had been flogged. Deutsch con- 
tinues: ‘ On hearing these tidings many of our members silently 
resolved, without any discussion or consultation, to follow the 
example of the women. They got poison outside and determined 
to take it after roll-call one evening. No one asked who was 


' going to join in the act, but each man who had made up his 


mind to it possessed himself of a portion of the opium that lay 
on the table in every room. 

“Seventeen men—seventeen out of the nine and thirty that 
made up our number—had resolved to put an end to their lives. 
On the appointed day, after the evening rounds, singing was 
heard in the ‘ Yakutsk Room’ where were Bobohov and Kal- 
yushny, and the greater number of the others who had determined 
to die, though there were some in every room—two in ours. This 
singing was the signal to them all. Those who were to die then 
took leave of their comrades and swallowed the poison.” Fortu- 
nately the opium had lost its strength and their purpose was not 
effected, but the frustration of their design did not weaken their 
resolution and they determined to take a more potent drug. 
They secured a supply of morphia and the next evening the fare- 
well scene was repeated. The morphia also proved poor in 
quality and though it made them very ill, the most of those who 
had taken it recovered. ‘“ But,” the author continues, “ Bobohov 
and Kalyushny having taken a treble dose speedily became un- 
conscious. In the night Bobohov awakened yet once again. He 
heard Kalyushny’s throat-rattle and tried to rouse him, covering 
his face with kisses. When he saw that his friend would never 
wake more he seized a whole handful of the poison, swallowed it, 
and lying down beside Kalyushny, closed his eyes forever.” 

This story, told by Deutsch, without the least attempt to excite 
the sympathy of the reader, is an admirable illustration of “ ra- 
tional suicide.” These men were willing to die, but they would 
not be flogged. 

It is not uncommon for suicide to result from purely business 
or financial vicissitudes. Only a few years ago the newspapers 
contained an account of the suicide of a once widely-known and 
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successful lawyer. He became sick and business reverses re- 
sulted; his fortune slipped away and he found himself without 
the means of obtaining the comforts to which he and his family 
had been accustomed. With health so much impaired that it 
seemed as if it would be impossible to ever regain either pro- 
fessional standing or fortune, he calmly reviewed the situation 
and decided that it would be better for his family to realize on 
his $30,000 life insurance policy than for him to struggle on. 
He wrote a letter to his wife, going carefully over the situation, 
just as he would have discussed a legal proposition, and then 
calmly put an end to his life, which, by logical process he had 
decided was not worth living. 

The fact that under stress and financial reverses there are not 
a few who think less of their own lives than they do of the com- 
fort of those they are to leave behind is well recognized by insur- 
ance companies, and much attention has been given to the subject. 

An extremely interesting study of suicide as an insurance prob- 
lem was made a few years ago by the Supreme Council of the 
Royal Arcanum. As far back as 1886 the number of suicides in 
the Order attracted attention but no definite action was taken 
until 1897, when a special committee was appointed to investigate 
the subject. This committee discovered that there was a constant 
increase in the number of suicides among the members of the 
Order. During 1888 to 1892 the average rate was 25.4, while 
from 1893 to 1897 it was 41.8 per 100,000 members. The com- 
mittee states that there was positive proof in many cases that the 
payment of the death benefit was an important factor to the de- 
spairing men who took their lives, and that in many others there 
was an “ established intention to defraud the Order.” 

The final conclusion of this committee was that the constitution 
of the Order should be changed so as to provide that no benefit 
should be paid to the beneficiary of a man who committed suicide 
within five years of his admission to the Order except when 
undoubted mental disturbance had been shown. As a result of 
the change the suicide rate fell from 41.8, as above stated, to 
36.5 per 100,000 members during the five years ending with 1903. 

The conclusion that this change in the constitution was the 
cause of this noticeable reduction is strikingly proven by Mr. 
Hoffman, whose tables show that the ratio of suicides among 


| 

3; 

} 
| 

| 
| 

; 

4 


356 INSANITY AND SUICIDE [ Jan. 


those of less than five years’ membership decreased from 15.6 
per 100,000 members during 1893 to 1897, to 6.3 during 1899 to 
1903. He also shows that in marked contrast to this decrease 
during the first five years of membership there was an increase 
in the ratio of those who had been members of more than five 
years’ standing. This increase was from 26.2 to 30.2 per 100,000 
members. In other words, the decrease in the suicide mortality 
of the Order has fallen entirely upon the members who have been 
insured less than five years, thus showing that the suicide law of 
1898 was justified and really acted as a deterrent in a large num- 
ber of cases. 

So common has suicide and suicidal attempts become among 
those who believe that life offers no adequate return for the 
struggle, that societies have been formed in several cities to offer 
encouragement and relief to those who are about to sink by the 
way. This movement was started in Cleveland by Mayor John- 
son, who appointed a “ Suicide Commission ” whose duty it is to 
fix the cause, and, if possible, to apply a cure. The Charity 
Organization Society of New York has taken up the same work 
and particular attention is paid to those who have attempted sui- 
cide and failed. Such persons are provided with work and are 
encouraged and assisted in every possible way. Although the 
work is comparatively new good results have been reported from 
several quarters. 

In Strahan’s second division of irrational or true suicide are 
included all those who are impelled to destroy their lives when 
insane, those who commit the act without reasonable cause or out 
of irritation, and those who after a longer or shorter struggle, 
succumb to a growing impulse which has become irresistible. 
Such persons seek death because of a fatal defect in their organi- 
zation which draws them instinctively toward the grave just as 
in normal individuals the desire for life impels them to preserve 
it at any cost. 

That this indifference to life is quite pronounced not only in 
certain individuals, but even in nationalities, is a well-known fact. 
The ratio of suicides is very high among the Germans, Scandi- 
navians, Bohemians, Russians, and French, while it is very low 
among the Irish, English, Canadians, Scotch, and Italians. In 
London, where there is as much want and degradation as any- 
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where in the world, the suicide rate is no higher than it is in 
Philadelphia, the city of homes and comparative comfort. We 
are, therefore, forced to the belief that suffering and hardship are 
not always the most potent factors in abating the love of life, but 
that in many individuals inborn traits of character and mind exist 
which make the act of suicide easy to embrace when a few clouds 
obscure the brightness of their lives. It would also seem that 
those who are born with this craving for death, or in fact, with 
the mere indifference to the prolongation of life, should be no 
more blamed for committing the act than the man who is color 
blind should be blamed because he cannot distinguish the spec- 
trum’s rays. In the language of Dr. Strahan: “ There is noth- 
ing more voluntary in the death of such an one by his own act 
than there is in the silence of the mute, the jibbering of the idiot, 
or the convulsion of the epileptic.” 

It is irrational or true suicide with which we as hospital physi- 
cians have mostly to do. Although some authors have given an 
entity to suicidal insanity and have made it a distinct form in their 
tables of classification, I think that we will all agree that it should 
have no such prominence, for the suicidal tendency may occur in 
any form of mental disease. Of course it is much more common 
in melancholia, especially that due to involutional changes, than 
in any other form. This applies particularly to women, for in 
the cases which I have examined 8o per cent of those manifesting 
suicidal tendencies belonged to this form. In fact four out of 
every five cases of melancholia, in both sexes, are suicidal to a 
greater or lesser degree and at least one in every twenty is danger- 
ously so. In melancholia due to alcoholic excesses dangerous 
suicidal tendencies exist in more than half the cases, but in the 
majority of such cases, when the exciting cause is removed, the 
suicidal tendencies soon disappear. 

In addition to melancholia we find suicidal tendencies in acute 
hallucinosis, dementia pracox, the toxic insanities, and occasion- 
ally in paranoia, and even in general paresis. 

The United States census of 1900 shows that in outside life 
the suicidal act is more than four times as frequent in men as it 
is in women, but in the insane the women more often present 
suicidal tendencies than do the men. These tendencies are also 
more persistent, but notwithstanding this fact the number of sui- 
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cides in hospitals for the insane is not so great among women as 
it is among men on account of the fact that men have more oppor- 
tunities for carrying out their desires. 

I have carefully examined the records of the suicides in the 
hospitals for the insane with which I have been connected during 
the past twenty years and in doing so found some interesting 
facts. I will not weary you with all the details but will sum- 
marize the results of my examination by saying that more than 
half the cases occurred either in April or September, and that 
an equal number occurred in the early morning hours. I also 
found what is well known in the outside world that the suicidal 
tendency generally occurs at an earlier age in women than it 
does in men. In the cases which I investigated nearly all the 
women were between the ages of 30 and 45, while the men were 
between 45 and 60. The United States census of 1900, already 
referred to, demonstrates the truth of this observation in a strik- 
ing manner. A table there given shows that between the ages 
of 15 and 44 the suicides among the men were only two and one- 
half times as great as among women, while after 45 the suicides 
among women were so lessened that the ratio was changed to 
seven suicides of men to one woman. Hanging was the method 
used in more than half the cases which I investigated while 
nearly all the others were due to cutting of the throat. Several 
cases were seized with the suicidal desire upon seeing knives near 
at hand, which proves the truth of King John’s statement that 
often 

“The sight of means to do ill deeds 
Makes ill deeds done.” 

The treatment of suicidal tendencies in the insane, aside from 
the general medical treatment indicated by the physical condition, 
is, of course, constant supervision, and the means adopted in our 
hospitals for the prevention of suicide are so well known that 
nothing more need be said. But the prevention of self-destruc- 
tion in the rational class is not so easy of accomplishment and 
entirely different methods are necessary. The silence of the 
pulpit on this subject is noticeable ; the sensationalism of the press 
is pernicious; therefore, it becomes all the more necessary for 
moralists, scientists, and teachers to endeavor to raise the moral 
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tone of the community by creating a sentiment against self- 
destruction, 

There is nothing more firmly established than the fact of the 
transmission of the suicidal tendency. This tendency is not only 
very apt to reappear in the offspring but it is not unusual for it 
to appear at the same age that it appeared in the parent, and 
often the same means are sought to accomplish the end. There- 
fore, it seems reasonable to expect the accomplishment of con- 
siderable good by the efforts of our own profession to prevent 
marriage where any hereditary taint exists. 

As pessimism and depression more often follow ease than 
struggle occupation for body and mind is one of the best remedies 
in the early stages of the disease. If the interests of the would- 
be suicide can be directed into channels where his attention will 
be fully absorbed, he may, in a little while, be induced to again 
face life with interest. In the same way travel and change of 
scene are sometimes effective. 

The societies already mentioned will undoubtedly accomplish 
some good results, but I believe the greatest good of all will come 
from the development of hope and religious faith. By this I do 
not mean that mawkish sentimentality for which some preachers 
plead nor that placid resignation which is akin to despair. But 
I do mean that we should try to instill into the minds of those 
whose hearts are sorely tried that healthy doctrine of hope and 
faith which makes one self-reliant under trials and adversities, 
and which Browning emphasizes when he says: 

“But what if I fail in my purpose here? 
It is but to keep the nerves at strain, 
To dry one’s eyes and laugh at a fall 
And baffled, get up and begin again.” 

Professor James has said that reflective men are particularly 
prone to tedium vite, and that too much questioning leads to the 
edge of the slope, at the bottom of which lie pessimism and the 
suicidal view of life. This is undoubtedly true for to many of us 
grave doubts have come, and with some of us they still remain, as 
to what awaits us beyond the tomb; but, as Cicero has said, is it 
not better to be mistaken with Plato than to be right with those 
who believe there is no life beyond the grave? 

Walt Whitman’s healthy vigor and the mere joy of living which 
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he felt should be emulated, and the teachings of Browning “ who 
ever looked above the storm clouds of this lower world to the 
unsoiled blue of Heaven” should be ever kept in mind. On the 
contrary every effort should be made to keep in the background 
the unhealthy pessimism of Leopardi, Thomson, and others of 
a similar cast of mind. Instead of teaching that 


“This little life is all we must endure, 
The grave’s most holy peace is ever sure.” 


it is far better, to my mind, even though science may not prove 
our claims, to endeavor to spread that satisfying spirit of opti- 
mism which will enable us to say: 


“Tt is our trust 
That there is yet another world to mend 
All error and mischance.” 
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FURTHER EXPERIENCE IN FAMILY CARE OF THE 
INSANE IN MASSACHUSETTS.* 


By OWEN COPP, M.D., 
Executive Officer, State Board of Insanity, Boston, Mass. 


An experience of twenty years in family care of the insane in 
Massachusetts has just closed. Its teaching is a hopeful augury 
of the future rather than a record of great achievement. The 
course of progress has been uneven, beset with difficulties and 
impeded by the inevitable struggles of a new movement. 

Inspired by the example and notable success of the system in 
Scotland and Europe, Mr. Frank B. Sanborn, Dr. Henry R, 
Stedman and others made Massachusetts the pioneer of its intro- 
duction to this country. Although other States have watched the 
experiment with quickening interest, Massachusetts still remains 
its solitary representative here—disappointing, yet, on reflection, 
not very surprising. 

Long before its inception the public had been familiar with 
another and far different form of community care of the poor 
and insane. The picture of their distress in poorhouses and 
shiftless families, as drawn by Miss Dix, in her memorials to 
State Legislatures, was still vivid in its memory. Even to-day 
some recall their youthful impressions of the wretchedness of 
the worthy poor farmed out to the lowest bidder, and the forlorn- 
ness of the orphan child, underfed, overworked, in but not of 
the family of its task-master. Naturally in the minds of such 
was aroused suspicion of mercenary and sinister motives in those 
willing to receive the insane under the new regime, whose benefi- 
cent spirit, appearing in the similitude of the old, could be re- 
vealed only by lapse of time. Then there was the unreasoning 
fear, always prevalent in the community, lest the insane commit 
some violent act or exert a degrading influence on associates. 


*Read at the sixty-second annual meeting of the American Medico- 
Psychological Association, Boston, June 12-15, 1906. 
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Their friends also were not always willing to take the risk of 
renewing old troubles and annoyances against which the insti- 
tution offered the surer safeguard. 

In the endeavor to correct primitive abuses and allay popular 
apprehension a strong sentiment had been created in favor of 
institutional care, as the best refuge of the insane and the securest 
protection of the public, and the current had set strongly in that 
direction and has continued with accelerating velocity ever since. 


- Accordingly the new order seemed to ignore lessons of the past, 


and to be a retrogression foredoomed to failure. 

Headway against these adverse undercurrents might have been 
faster had a positive desideratum been obvious, such as the pecu- 
niary saving to the Scotch ratepayer, who is assured a marked 
reduction in the cost of support of every patient removed from 
asylum to private family, amounting on the average to about 
forty per cent. Although such incentive was and is operative in 
Massachusetts, as will be shown, it did not originally directly 
touch the parties in control, and was not easily demonstrable until 
results became apparent. 

Prior to inauguration of State care of the insane in 1904, local 
overseers of the poor determined the disposition of a majority of 
patients suitable to leave the asylums but destitute of friends. 
Unless the board rate in the family were less than in the institu- 
tion, as rarely happened, they saw no advantage in the change, 
inasmuch as resulting relief to overcrowding and release of space 
in asylums were benefits accruing, not to them directly but to 
the Commonwealth ; or they would insist, especially in the smaller 
municipalities, upon the removal of such patients to the cheaper 
care of the local almshouse. Gradually, however, as they per- 
ceived that the initial board rate in a family might be reduced 
even to self-support, with increasing usefulness of the patient, 
their cooperation was more readily enlisted, but their initiative 
never incited. 

The institutional effect of family care does not appeal to self- 
interest. To be sure, boarding out a patient removes immediately 
or remotely a floor bed from crowded halls or corridors, but the 
coincident loss of a comfortable, perhaps helpful inmate, dampens 
the ardor of active promotion of the cause; while the altruism 
stimulating to discharge of every patient whose happiness, wel- 
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fare or mental state may allow, easily lies dormant in the busy 
preoccupation of the medical staff in other more pressing duties. 
Nevertheless, it is a pleasure to testify to the self-effacement and 
growing interest in this work among our hospital physicians. 

In the last analysis it appears that the State has the only 
direct and paramount incentive to forward this movement, because 
it facilitates discharge of patients, tends to prolong their stay 
outside, reduces the amount of public provision necessary for 
their care, and does not increase the cost of their maintenance. 

These advantages, however, have not always been so clearly 
manifest as to command aggressive, sustained and organized sup- 
port. 

In spite of these deterrents, considerable advance has been 
made and foundations laid for better work. A review of the 
twenty years shows that prejudice against family care of the 
insane has been dissipated wherever personal contact and knowl- 
edge have superseded theoretical preconceptions ; that early abuses 
have been eliminated by seeking the welfare of the patient rather 
than relief of the public treasury, by insisting upon the suitability 
of families and careful selection of patients with a view to mutual 
compatability and the exclusion of morbid characteristics reacting 
injuriously on associates, by avoiding in the families conditions 
of poverty so necessitous as to induce undue tolerance of vicious 
eccentricities of patients, leading to friction and discord, fore- 
runners of ill treatment, by rejecting proposals to make special 
provision to engage in the work as a vocation and choosing 
families established in their homes and needing only supplemen- 
tary incomes, and, finally, by unremitting supervision, alert to 
detect evidence of neglect, overwork and the like, and quick 
to respond to discontent or unhappiness of patients by transfer. 

Human judgment and foresight have never been complete 
safeguards against violence, self-injury, sexual accidents and 
lesser mishaps in dealing with the insane, either within or with- 
out the institution. The public safety cannot be absolutely in- 
sured against them, because insanity develops in the community 
before admission to the hospital and continues in many cases after 
discharge. Here, as in determining the suitability of patients 
for family care, judgment enters as a necessary factor, and equal 
precaution against error should be taken. The element of risk 
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is the same in either case, and must be justifiable unless perpetual 
detention be the inevitable lot of the unrecovered insane. 

In the twenty years 762 different patients, chiefly women, have 
lived in 465 families without doing a serious act of violence and 
rarely attempting any. At the very outset one man, suffering 
from recurrent insanity, hung himself within twenty-four hours 
after leaving the hospital. During the succeeding period of 
nearly twenty years the record was clean, until May of this year, 
when an invalid, hypochondriacal woman took her life in the 
same manner. She had been in four families for four and a 
half years. No caretaker had ever regarded her as insane. I 
should have hesitated to commit her as such, and would have 
discharged her long ago had any other place than the almshouse 
been open to her. The propriety of caring for her in a family 
could not be doubted, and the suicidal act seems to have been 
wholly unforseeable. The only pregnancy occurred twelve years 
ago in a girl of sixteen, recovering apparently from an acute 
attack of insanity after boarding three years in a family. She 
was not feeble-minded, and would properly have been allowed to 
go home if conditions had been favorable. 

On the other hand, patients have been almost universally ac- 
ceptable to caretakers and their neighbors. Many reveal to them 
no symptom of insanity, although they are usually described as 
“peculiar.” Complaint in any form has been remarkably infre- 
quent. Caretakers have rarely tired of their duties and have not 
manifested deterioration, moral or otherwise, from their per- 
formance. They seem rather to have been spurred to their best 
endeavor by their responsibilities and the constant visitation of 
inspectors, not only in keeping up the standard of care of their 
patients but in improving their homes and surroundings. Gen- 
erally they have become interested in their wards and sometimes 
self-sacrificing in befriending them. The process of sifting the 
good from the bad must be unceasing, but I am satisfied that 
worthy motives greatly predominate. The community aspect 
of family care of the insane may be made as benign as any other 
method and should command cordial approval. 

The statistical showing of the last four years is not essentially 
different in character but more favorable in numerical results 
than that of the previous sixteen years, as presented to the asso- 
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ciation at its meeting in 1902 in my paper on “ Some Results and 
Possibilities in Family Care of the Insane in Massachusetts.” 
In that year 42 patients were placed in families; in 1903, 78; in 
1904, 94; in 1905, 104, a total of 318 in four years. Their 
number in families rose from 117 to 253, or 116 per cent. One 
hundred and eighty-eight new families applied for patients; 132 
were approved, 122 received patients. The prediction made four 
years ago that demand for patients would grow with our ability to 
satisfy it has been amply fulfilled. There has been no lack of 
good families without special effort to secure them. 

The average weekly per capita cost of support in families, ex- 
clusive of supervision, was $3.02, being I1 cents or 3.51 per cent 
less than during the previous sixteen years. The average weekly 
per capita cost of supervision was 42 cents, being 12 cents, 40 per 
cent more than previously, owing to greater frequency of visita- 
tion and general thoroughness of oversight. The comparative 
details as to expenditures in different periods are tabulated thus: 


Weekly Per Capita Cost. 
Public Charges. 


rvision (Includ- 


Salaries and 
| Whole Cost of Sup- 


Traveling Expenses) 
Public Charges and For- 
mer Public Charges. 
Whole Cost of Support. 


dinary Clothing.) 


g 
- 


Board (Including Or- 
Expenses, etc. 


Extra Clothing. 
Nursing, 
Supe 


Cc 


Average Number Public 


| Whole Cost (Exclu- 
| sive of Supervision.) 


| in 


& & 8 


Average 20 years, 1886-1905... 122 $3.07 
Year ending Sept. 30, 1902... 3.08 
129 2.98 
 1904../ 158) 2.90 

“ 3906..| 186 | 2.98 
Average 4 years, 1902-1905... 144) 2.96 
Average 16 years, 1886-1901. 116 3.10 


Difference 


*For three years, 


As thus appears, the whole cost in familes during the last four 
years averaged $3.44 a week for a boarder continuing to be a 
public charge, or $3.20 including former public charges still board- 
ing but without public expense. 
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Contrasting the whole cost of support in institutions with 
that in families for last year (1905), it is found that the interest 
charge on investment in institutional plants averaged 57 cents a 
week (an underestimate), depreciation charges based on actual 
expenditures for repairs and improvements, 90 cents, net run- 
ning expenses exclusive of any depreciation charge, $3.45, aggre- 
gating $4.92 as the average weekly per capita cost in institutions ; 
compared with $3.40 in private families for public charges alone, 
or $3.11 including former public charges still boarding but with- 
out public aid. After making due allowance in favor of hos- 
pitals and asylums for their more difficult classes of patients 
and greater expense for attendance and medical treatment, the 
conclusion may be fairly drawn, in my opinion, that family care 
is not more expensive than institutional care of a like class of 
patients. 

The pecuniary incentive to family care arises from its efficiency 
in promoting self-support and relief from public aid, whose 
benefits may be justly claimed because boarding out is the last 
resort, as a rule, in effecting discharge, without which permanent 
retention in an institution would be probable. Such probability 
is confirmed by the length of previous hospital residence. One 
hundred and seventy, 65 per cent, of the patients placed in fam- 
ilies during the last four years had been so resident two years 
or more; 109, 42 per cent, five years or more; 55, 21 per cent, 
ten years or more; 29, 11 per cent, fifteen years or more; II, 
4 per cent, twenty years or more; 6, 2 per cent, twenty-five years 
or more, 

During the twenty years 160 boarders passed out of public 
support, of whom 97, 61 per cent, had been in hospitals and 
asylums two years or more; 45, 28 per cent, five years or more; 
17, II per cent, ten years or more; 7, 4 per cent, fifteen years or 
more; 4, 2 per cent, twenty years or more, and one twenty-six 
years. 

Furthermore, the study of the individual histories of these 
patients shows that such credit is due family care in the case of 
at least 112, 70 per cent. 

Assuming then the essential validity of the claim, what has 
been accomplished in this direction ? 

Seven hundred and sixty-two patients have been boarded out, 
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of whom 160, 21 per cent, passed out of public support. Of 
these 117, 73 per cent, have not reappeared to date, after an aver- 
age interval of 10 years, 10 months. Nineteen relapsed within 
a year; 9 in one to two years; 9, two to five; 2, five to ten; 3, 
ten to fifteen ; I, sixteen years, the average duration before relapse 
being 2 years, 8 months. 

In 1902, 10 patients passed out of public support; in 1903, 5; 
in 1904, II; in 1905, 19; in the first eight months of the present 
year, 17, giving promise of future increase. 

The average period of relief from public support of these 160 
patients is 8.63 years, during which their maintenance at the 
average rate ($3.43 a week) in family care would have amounted 
to nearly a quarter million dollars. A liberal deduction for 
deaths and operation of other agencies leaves a substantial saving 
due to family care alone. 

No account is taken in this computation of certain discharges 
to friends without boarding, but in consequence of the investiga- 
tions pursued in this work, nor of prospective continuance of self- 
support of the many recent cases. 

The rapidity of accumulation of the insane under public care 
challenges world-wide attention and concern. During the last 
quarter of a century the rate (180.16 per cent) in Massachusetts 
has been 2.63 times the growth (68.45 per cent) of the general 
population, averaging a visible annual increase of 261.16, neces- 
sitating the erection of a million-dollar hospital about every four 
years. The expense of their maintenance last year in Massa- 
chusetts was $1,720,736, 3.7 times that of twenty-five years ago. 
The growing magnitude of such expenditures is a menace to 
their interests. Its reduction to a minimum is urgent, to lessen 
the danger of centralization, on the ground that large business 
operations require the application of this principle, to preserve 
the individuality of each hospital, and its power to raise and 
maintain the standard of treatment and scientific attainment, and 
keep the hospital idea ascendant over that of mere care and 
housing. 

The rate of accumulation of the insane greatly exaggerates the 
real increase of insanity. During the last twenty-five years in 
this State the average annual increment of the admission rate has 
been 69.52, while the accumulation rate has been 261.16, 3.75 
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times as great, showing the inflow to have been a far lesser factor 
than the sluggish outflow. 

This strengthens the belief that causes of accumulation in in- 
stitutions are not altogether grounded in necessity because of 
insanity, but are oftentimes incidental to it and removable by 
appropriate effort. Such effort is the peculiar province of family 
care. Its chief aim relates to patients who are indigent and 
Jane: friendless, or have friends who are impotent by reason of 
bias poverty, timid because of unhappy experiences, indifferent, per- 
f haps obstructive, through selfishness or self-interest. To such 
4 by patients the outlook discovers nothing beyond the unending rou- 
) 1, tine and monotony of asylum existence unjustified by unavoid- 
yi able need. Sometimes they have become habituated to these 

conditions, gradually losing self-reliance and growing contented, 
even happy; or, fitting into useful places in the various depart- 
ments, are amply earning their support and the many comforts 
at and kindnesses accorded them. These types stay unless extra- 
a neous forces intervene. 


Family care forms the nucleus about which these forces may 
gather adequate and stable organization and equipment, whence 
develop experienced and efficient agents whose primary purpose 
keeps them alert to discover opportunity for service and resource- 
ful and persistent in rendering it. Obstacles gradually disappear 
through the educative influence of these patients in many fam- 
ilies scattered over the State and brought into contact with many 
more neighbors and acquaintances, who become familiar with 
the more benign characteristics of the insane and learn to dis- 
criminate between the harmless and dangerous classes. Blind 
prejudice against every person who has been an inmate of an 
| f" asylum, which blocks every avenue to employment and renewal 
| of foothold in life, vanishes under this enlightenment. Capacity 
for usefulness is demonstrated by willing industry, harmlessness 
by good conduct, until confidence is won and opportunity for 
self-help opens again. Timid friends are reassured by their 
ry tractability in other homes, interest revives, opposition weakens, 
is * and the old home receives them back. Sometimes a bad home 
environment, which has repeatedly caused relapse, is replaced 
by a good one. The humane methods of dealing with the insane 
become better known to the public. The village physician who 
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attends these patients grows conversant with many phases of in- 
sanity and more competent to treat mental disease at home. 

The friends of such unfortunates often seek our advice and 
help in selecting families for their care, thus averting or delaying 
commitment as insane. 

Some 260 patients (inclusive of patients placed by trustees) 
are now living in 130 families in 56 towns in this State, who 
would otherwise be inmates of institutions. Their annual increase 
during the last three years has been more than 12 per cent of the 
average requirement for provision in new buildings. 

There is indubitable proof that family care creates tolerance 
of the insane by the public, facilitates their discharge from 
institutions, aids them in regaining and holding a foothold in 
the community and may be made a potent factor in diminishing 
the accumulation rate. 

Aside from other considerations, are the results of family care 
beneficial to the patients themselves? Their contentment and 
happiness in families and grateful expressions of appreciation 
bear witness in the affirmative. It is true that some are indiffer- 
ent or equally contented in asylums and sometimes are earning 
their living there. Should such be disturbed, might they not 
go out to early relapse, an outcome not only futile but harmful? 
Would not the value of their labor be lost to the Commonwealth ? 
After all would it not be as well or better to allow all unrecovered 
patients to remain in institutions unless occasion for removal 
should arise spontaneously? These are pertinent questions and 
may excite difference of opinion, but according to such a theory 
how many patients would leave our asylums? What other classes 
than the quiet, comfortable, harmless, capable patients may prop- 
erly do so? Is there not pressing need of systematic, intelligent, 
persistent, resourceful endeavor against the almost irresistible 
drift toward them, and the clogs which choke their outlets? 
Otherwise, how limitless would be the accumulation! 

Our fears for the patient’s welfare may be dismissed. The 
indifferent renew their interest in affairs; their faculties are 
quickened and their capacity for usefulness enlarged. The worker 
almost invariably wins self-support or more; their success is a 
continual surprise. Under favorable conditions and with the 
aid afforded by this system, their facility in doing for themselves, 
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even when others have failed to help them, is remarkable. The 
permanence of their improvement is enlightening as to the lia- 
bility to relapse. The change from hospital to family is rarely 
a disturbing element. Of 225 patients placed for the first time 
in families only 32, 14 per cent, failed, their failure being seldom 
due to relapse, but to error of judgment in selection. In twenty 
years, more than one out of every five has passed out of public 
support, 14, 9 per cent, becoming private patients; 55, 34 per 
cent, going to their friends without public aid; 91, 57 per cent, 
taking their places in the community. Nearly three out of every 
four of these have not relapsed to date, after an average period 
of ten years and ten months. The patients, who have relapsed 
held their own for an average period of 2 years, 8 months. 

While I am second to none in recognition of the beneficence of 
institutions in their ministrations to those in need, and hold firmly 
the belief that our attitude toward them should be sympathetic, 
promotive of instant reception of every suitable patient, insistent 
upon thorough examination and full treatment, and zealous in 
defence of the public safety and welfare, I am convinced that the 
bounds of their usefulness may be set within these limits, and 
that imperative duty requires, not merely acquiescence, but in- 
sistence, that every patient whose mental or other infirmity does 
not necessitate detention shall have his chance to regain and 
maintain his place in life under the most favorable conditions, with 
such assistance as family care and “after care” may afford, 
and that failure shall be accepted only after actual trial and 
defeat. 

Objection may be made that the pursuit of such a policy would 
strip the institutions of quiet, comfortable and working patients, 
leaving the troublesome, turbulent and helpless, thereby rendering 
their care more expensive to the State, owing to the necessity of 
replacing unpaid by paid labor and doing a larger amount of 
work proportionate to the greater degree of helplessness and in- 
tractability of residual classes. Even so, its continuance would 
be justifiable if benefit would accrue to those suitable for dis- 
missal, inasmuch as the institution is not an end in itself, but ex- 
ists only to meet the needs of its beneficiaries not otherwise better 
met. 

It has been my duty for some years to transfer bad patients 
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from hospitals to asylums. Most of the hospitals have such relief 
constantly; a few rarely, yet the latter do not seem to me to 
have a higher average of bad patients. My conviction is positive 
that this relief is very temporary ; that bad patients are constantly 
becoming good, and vice versa, and above all that the quality 
of hospital work is not improved by evading rather than sur- 
mounting difficulties. Waiving this point, however, each of us 
has probably been obliged to withdraw working patients from 
a ward to the limit of despair, even revolt of nurses. Who ever 
knew them to fail in developing others with celerity? What 
sharper spur than self-interest can be found, either to stimulate 
their efficiency or divert their attention to the unobtrusive pa- 
tients, whose vacant and listless minds vegetate without interrup- 
tion but may be quickened to activity under persuasion to service, 
which brings them into importance and assures them of kind and 
privileged treatment? 

Available capacity of patients for work is quite fully utilized, 
as a rule, but the possibilities of development in this direction 
have not approached exhaustion in any institution within my 
acquaintance, if the methods of training the feeble-minded were 
applied thoroughly to the regeneration of the torpid and damaged 
faculties of the chronic insane—a labor rich in blessing to them 
and amply compensating special expenditure of money and energy 
in the value of products and improvement of workers. 

The board rate is low, averaging last year $2.92 a week for 
public charges, but only $2.68 inclusive of former public charges 
now boarding without public expense. The latter class num- 
bered 16, 7 per cent. Thirty, 13 per cent, paid $3.25 a week; 
83, 35 per cent, $3.00; 96, 40 per cent, $2.80; 9, 4 per cent, $2.50; 
3, I per cent, $1.50 to $2.00. 

How can families afford to take them at such rates? Expe- 
rience proves that they can and are led by some inducement to 
seek them beyond our ability to furnish. They do not generally 
desire patients who cause much trouble or need much attention. 
More help is received than rendered by caretakers, who are re- 
lieved of many household duties in exchange for their oversight. 
Thus the caretaker’s service and spare time are turned into cash, 
which is most acceptable to the matron of a home in the country. 
Sometimes the work of a patient is valuable and counts in re- 
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ducing the board rate. The houses in rural districts are usually 
large, with several rooms vacant without the occupancy of 
boarders. The garden or farm supplies much for the table, so 
that the outlay for food is moderate, while the filling of extra 
mouths may furnish a convenient substitute for a distant market. 
Clothing materials are bought, but the simple garments are home- 
made, often by the patient. 

How are we assured of the good care of patients? Changes 
in their nutrition and general health are carefully observed by 
the visitors, who are physicians or general hospital trained nurses. 
Complaint or dislike, not transient, on the part of either patient 
or caretaker leads to transfer to another family, even though no 
good reason may be apparent. The absence of good feeling be- 
tween them is likely to end in failure or abuse, which is thus 
forestalled. Patients see the visitors alone at each call, and usually 
reveal signs of discontent or dissatisfaction, which are not allowed 
to pass unnoticed very long. Frequent interchange between fam- 
ilies are made, numbering 85 last year. Visitors take pains to 
elicit information from patients as to the character of families 
which they have left and then feel free to discuss, thus gaining 
good insight into their merits and deficiencies. 

One’s euthusiasm should not unduly expand the scope of this 
work. It is only a small part of a great and diversified system 
of care of the insane, having its limitations and restrictive con- 
ditions of propriety and safety. It should not be undertaken 
hastily, without adequate provision for its conduct with careful 
and constant discrimination by an experienced alienist and trained 
visitors. The potentiality of danger is inherent, as in all other 
dealings with the insane, who are unstable and may veil vicious 
motives and tendencies in apparently harmless guises. The se- 
lection of patients and families, their adaptation to each other, the 
ceaseless readjustment of relations between them and the public, 
require the highest order of insight, judgment and tact, without 
which in its direction public approval cannot be won nor retained. 
Careless or incompetent supervision would soon cause reversion to 
the abuses and critcism of early times. The director must know 
each patient, note mental and physical changes, gauge capacity 
for work, estimate its value in modifying board rate, pass on 
ability for self-support, the safety and propriety of promoting it, 
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etc. Therefore, advance should not be too rapid nor dispropor- 
tionate to facilities of administration. 

Although keenly appreciative of these restrictions, I am never- 
theless thoroughly satisfied that family care is safe and beneficent, 
not only a useful but a necessary complement to any comprehen- 
sive system of public care of the insane. 

The original organic law enacted in 1885 was revised and 
broadened by the Legislature of 1905, namely: 

(Chapter 87, Revised Laws, as amended by Chapter 458, Acts 
of 1905.) 

“Section 102. Any patient in an institution, public or private, 
used wholly or in part for the care of the insane, who is quiet 
and not dangerous nor committed as a dipsomaniac or inebriate, 
and who is under the supervision of the State Board of Insanity, 
may be placed by said board, if it considers it expedient, at board 
in a suitable family or place in the Commonwealth or elsewhere. 
Any such patient in a public institution used wholly or in part 
for the care of the insane may so be boarded by the trustees 
thereof, and such boarder shall be deemed to be an inmate of said 
institution. The cost to the Commonwealth of the board of 
such paupers shall not exceed three dollars and twenty-five cents 
a week for each person. 

Section 103. Bills for the support of persons who are béarded 
in families by the State Board of Insanity at public expense shall 
be payable quarterly, and shall be audited by said board, and the 
board shall, at the end of March, June, September, and December, 
present to the auditor a schedule of all such bills as have been 
incurred, and said board shall keep a register in such form that 
the auditor shall be able to verify such schedules. 

Section 104. The State Board of Insanity shall cause all per- 
sons who are boarded by it in families at public expense to be 
visited at least once in three months, and all persons who are 
boarded in families at public expense by the trustees of any 
institution authorized to board out its inmates to be visited once 
in six months, by an agent of said board. The trustees of every 
institution authorized to board out its inmates shall cause all per- 
sons who are so boarded by them in families at public expense 
to be visited at least once in three months, and shall inform the 
State Board of Insanity of the location of every such boarder, 
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and shall furnish such other information as the board may re- 
quire. 

Section 105. Said State board shall cause to be removed to 
an institution used wholly or in part for the care of the insane 
or to a better boarding place all persons who, upon visitation, are 
found to be abused, neglected or improperly cared for when 
boarded out in families. Said board may permit any boarder 
temporarily to leave custody as an insane person in charge of 
his guardian, relatives, friends or by himself, for a period not 
exceeding one year, and may receive him again into such custody 
when returned by any such guardian, relatives, friends or upon 
his own application, within such period, without any further order 
of commitment, and may during such temporary absence, assist in 
his maintenance to an amount not exceeding three dollars and 
twenty-five cents a week.” 

The authority hitherto held and exercised exclusively by the 
State Board of Insanity will now be shared with the trustees 
of each hospital and asylum. Although the State Board will 
encourage and appreciate their participation in these duties and 
yield precedence, so far as they may be willing to assume them, 
its own energies will not be relaxed in forwarding the work be- 
yond this point. 

A beginning has already been made by the Westborough and 
Northampton Hospitals, the former having placed one patient, the 
latter 12, of whom 9 now remain in families. 

A new provision of the law permits the State Board to remove 
a patient's name from the roll of family care and restore it without 
new commitment at the request of friends or the patient at any 
time within one year. During this probationary period the funds 
available for family care may be used, at the discretion of the 
State Board, to tide the patient over periods of illness, loss of 
employment or any disability, without new enrollment. 

It is sometimes desirable for a boarder to pass out of the legal 
status of insanity before her stability has been fully tested, either 
because she may be worried by what she deems a lack of con- 
fidence in her or because a prospective employer may have a 
lingering doubt of her trustworthiness unless our assurance to 
that effect be reinforced by the act of discharge. The cause of 
hesitation is removed by the right of re-enrollment without legal 
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formalities. But the latter step may not be necessary or may 
be regarded as humiliating by the patient, although immediate 
assistance may be urgent. The availability of family care funds 
for such relief fills this gap. 

These provisions lay the foundation of a partial “ after-care”’ 
work, to which family care is intimately related and might be an 
effective auxiliary. Certain families advantageously situated in 
large towns or small cities, where appropriate employment may 
be had, are already being used by us as temporary homes for 
recovered patients from the hospitals and those who are suitable 
to leave family care while they are seeking positions and gaining 
self-maintenance. The usual agencies to this end are found to 
be reluctant or unsusccessful in serving such patients because 
their patrons are unwilling to employ them because of previous 
insanity. These patrons are reassured by seeking the same patient 
living in a family and recommended by her caretaker, who speaks 
from personal knowledge. 

The time soon comes, however, when most patients wish to 
break with all associations which remind them of a painful epi- 
sode in their lives. They shrink from the calls of visitors lest 
they reveal their past to acquaintances. Many such are passing 
out of our hospitals as well as family care, who need friendly 
counsel and help intermittingly, which might carry them over 
periods of stress and prolong their stay in the community. Pure 
“ after-care ” work would seem to be begin at this juncture and 
be the part of private philanthropy. 
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A CASE OF LOSS OF MEMORY. 


By CHARLES W. BURR, M.D., 


Professor of Mental Diseases, University of Pennsylvania. 


The patient whose case I report and discuss presents a quite 
rare condition, viz.: permanent loss of memory of all the events 
of his life for many years back and a total inability to remember 
anything that happens at the present time even for a few min- 
utes. The trouble followed, or rather began, with an acute 
attack of some mental illness and has been accompanied by rela- 
tively slight impairment of intellectual judgment and no diminu- 
tion of the moral sense. 

Partial or complete, permanent or transient failure of memory 
or loss of recollection is common in many diseased states. It is 
well not to use the words memory and recollection synonymously 
but to distinguish clearly between them, using the former to 
mean the storing up of sensations or ideas in the brain but not 
in consciousness, and the latter as the recalling of sensations and 
ideas into consciousness. In the diseased states in which for 
a time power of recall is lost, but later recovered, memory is not 
really at fault, the “imprints upon the brain” of the original 
sensations or ideas have been retained, but the ability to bring 
them into consciousness, power of recollection, has been tem- 
porarily suspended. Memory depends upon the intensity of the 
imprint made upon the brain at the time of the original experience 
of the sensation or idea. Though as a rule no deep imprint is 
made without fixed conscious attention and the more profound 
the attention the deeper the imprint, still sometimes sensations, 
e. g., the striking of a clock, or the appearance of a face, to use 
simple illustrations of experiences which occur frequently to 
everyone, may without the aid of conscious attention fix them- 
selves in the mind and only be recalled later. Though fixity of 
attention on the sensory stimuli, or in abstract thinking on the 
matter thought of, is usually necessary, self-consciousness is of 
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no importance. In deepest thought we are least self-conscious. 
It is probable that in men of a certain type of genius there is a 
great development of unconscious observation. Their brains re- 
ceive and register, unconsciously, for future use, all the sen- 
sations acting on them, while in the ordinary man only those 
sensations are permanently registered which come more or less 
within the field of consciousness. Thus it is probable that 
Shakespeare was not only a close observer of things he saw 
consciously, but that his brain automatically recorded many im- 
pressions of people and things to which at the moment he was 
paying no conscious attention. 

That apparent loss of memory may really be loss of the power 
of recollection is shown by the following case: A gentleman was 
thrown from a train and picked up unconscious suffering from 
concussion of the brain. On recovering consciousness he had no 
recollection of how he had been hurt; indeed the last thing he 
could remember was getting on the car about two hours before 
the accident. Eighteen months later, while on a train and pass- 
ing from one car to another, there was a sudden jar and he 
seized the brake handle to save himself from being thrown. He 
then instantly recalled the incidents of the previous accident and 
how he had come to be thrown. The events of the accident had 
been kept in memory, but he had lost power of recollection for 
eighteen months. Cases like this are common after injuries to 
the skull and sometimes follow fright alone. Amnesic periods, 
too, occur in drunkards after a spree, especially in those who at 
some previous time have had concussion of the brain or fracture 
of the skull. Sometimes in epileptics there is loss of memory or 
of power of recollection of events occurring immediately before 
or after a fit. Sometimes very complicated acts may be per- 
formed after a fit, which apparently make no imprint on the brain, 
as they never are recalled, even over a long period of years. 
It would be truer to say that the imprint is made but never re- 
called during normal consciousness, but only reflexly during the 
automatic stage of epilepsy. Sometimes the same automatic act 
may be done after every fit. Thus a woman, after the convulsive 
period was over, always got up, left the ward, went to the hydrant 
in the yard, and turning on the water drank a large quantity. A 
man for several minutes after every fit went through the motions 
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of a sailor pulling on a rope. Both these acts were done in 
such a manner that any one looking on and not having seen the 
fit would have said they were consciously done, but the patients 
never had any recollection of them. In other patients, not always 
the same automatic act is performed, but sometimes one, some- 
times another. On the other hand patients in an apparent state 
of apathy, e. g., in the stuporous state of dementia-precox, may 
be storing up in memory all or many of the things going on 
around them, and when the stupor passes off, give a clear account 
of them. Thus a boy was brought to the hospital in apparent 
stupor which lasted several months. He never moved, had to 
be fed with a stomach tube, never spoke, and apparently paid 
no attention to anything but when the stupor passed off he called 
me by name, knew what hospital he was in and told of many 
things that had happened. He could give no reason why he had 
given no evidence of paying attention during the months of ap- 
parent stupor. Of course in true coma no external stimulus 
makes any imprint on the brain. After acute mania there may be 
either no memory of the things which have happened, or in the 
milder cases a more or less vague memory of them. In melan- 
cholia consciousness may be so overwhelmed with grief that the 
patient pays no attention and has no memory imprint of many 
things. 

Partial loss of memory causes certain types of aphasia; the 
visual or auditory memory of words is abolished on account of 
disease of the auditory or visual word center. In other cases the 
memory is present, the original imprint remains in the cortical 
center, but power of recollection is lost on account of disease or 
destruction of some of the association fibers. “ Object blindness ” 
is produced in a similar way. One of the rarest types of partial 
loss of memory is tactile amnesia. In it an object is recognized 
by sight or sound, smell or taste but not by common sensation, 
not by grasping it. The patient fails to perceive the nature and 
uses of an object put in his hand though there is no anesthesia. 

In all cases of dementia, whether senile or due to injury or 
gross disease there is a loss of power of recollection caused by 
the fading out of the memory images—a true memory loss. As a 
rule in these cases the loss first affects the memory of things 
nearest to the time of disease and gradually extends backward to 
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the events of earlier and still earlier life. From the beginning, 
however, there is some failure of memory concerning the things 
learned in formal education; e¢. g., the meaning of words, and 
the ability to do arithmetical problems. At the same time that 
these earlier imprints fade out there is lost the power of making 
new imprints on the brain which, formerly as soft as wax, be- 
comes as impenetrable as steel. In these organic diseases the 
memory loss is not always steadily progressive, sometimes it in- 
creases intermittently. Thus in organic dementia each epilepti- 
form or apoplectiform attack is usually followed by a permanent 
increase in memory loss. Sometimes the onset of senile de- 
mentia is very acute and complete loss of memory may follow an 
apoplectic stroke or a short period of confusion. Again, as a 
rule, permanent loss of memory is associated with marked de- 
mentia not entirely dependent on the disturbance of memory and 
frequently accompanied by signs of physical disease. Rather 
rarely cases occur in which loss of memory alone is present and 
it is doubtful whether the mental condition present should be 
called dementia. I report such an one. 

The man’s history is as follows: H. B., apparently about 55 
years old, was found by the police in November, 1900, wandering 
in the streets, confused and unable to give any account of him- 
self. He knew his name and that he was an iron moulder, but 
did not know where he lived nor where he was. Though con- 
fused, he was not violent. He was sent to the Philadelphia Gen- 
eral Hospital. At first quiet and well behaved he suddenly, a 
few days after his admission, became violent, striking, cursing 
and swearing. He was transferred to the insane department, 
and in a few days, the attack of violence having ceased, he passed 
into the condition which has continued unchanged till now, a 
period of six years, 

There were not then and have not been since any signs of 
physical disease. He walks and stands well. The pupils react 
normally to light and with accommodation. The eye grounds 
are normal. The knee and plantar jerks are normal. There are 
no cranial nerve palsies. Speech is entirely normal, showing no 
signs of aphasia or articulatory disturbance. There is no tremor 
of the lips, tongue or hands. The heart and kidneys are normal. 

The great symptom he presents is complete loss of memory of 
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many years of his life and an absolute inability to remember 
anything happening at the present time for even a few minutes. 
He recollects well many of the incidents of his early life—where 
he went to school, much of what he learned there, where he 
served his apprenticeship, many of the events of the Civil War, 
and the name of the firm he worked for for many years. He 
remembers that he has been married, but has no recollection as 
to what his wife looked like or whether she is living or dead. He 
says he would not know her if he saw her. Though he has no 
remembrance of her personality he shows deep grief whenever 
she is spoken of, but in a few minutes all thought of her passes 
away. Conversation on other subjects does not produce marked 
emotional disturbance. He understands all that is said to him 
and answers intelligently. He writes well from dictation, pro- 
vided the sentences are short, but forgets the end of a long sen- 
tence while he is writing the first clause. He makes few errors 
in spelling. He does simple arithmetical problems on the slate 
well, probably as well as he ever could. He reads aloud fairly 
well and understands what he reads, but forgets the beginning 
of a paragraph by the time he gets to the last sentence. Actually 
he can reread an article in the newspaper repeatedly and the last 
time have no more knowledge of it than before he read it. He 
does not know and has never learned that he is in Philadelphia, 
though he has been told many times. He has no idea of the year, 
month, or day of the week. He has never learned how to go 
from his ward to the dining room, though he has been shown 
hundreds of times. A few minutes after he has eaten a meal he 
has forgotten it entirely. Asked “ Have you had your dinner?” 
he will answer, “I do not know, but I am not hungry, and so I 
guess I have eaten,” or “ I am hungry and so I guess I have not 
eaten,” as the case may be. He does not recognize the doctors 
and attendants whom he sees daily. For several years he has 
been led to the kitchen daily and given potatoes to peel, but in 
the afternoon he has no recollection of having done any work in 
the morning. He does not know his own bed in the ward, but 
asks the attendant to take him to it each night. He does dis- 
tinguish attendants and doctors from patients, but not from each 
other, when they are in the wards together but by a process of 
reasoning not by memory. He calls all persons who do not wear 
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uniforms patients. He is scrupulously clean in his habits and al- 
ways neat in appearance. He has never had an outburst of vio- 
lence since the one soon after his admission to the hospital. He 
is never elated or depressed except that when his wife is spoken 
of he is sad for a few minutes. He realizes that his memory is 
gone and knows it is caused by illness. He has neither delusions 
nor hallucinations. He is not in the strict sense of the word de- 
mented, but reasons fairly well. For example, once when I was 
lecturing on him, I asked him if he knew where he was and who 
I was. He said (I cannot give his exact words, but do give the 
sense precisely) you must be a professor because you are lec- 
turing to a crowd of young men who must be students, and you 
must be a doctor because you are talking about me and I am sick. 
He reasons when in the ward that he is in a hospital because 
there is a crowd of sick people about, but when asked in the of- 
fice where only clerks are present he says he does not know 
where he is, but it is a public building of some kind. Whether 
he ever thinks, 7. ¢., carries on any long process of reasoning, ex- 
cept when spoken to it is impossible to learn. When asked sud- 
denly “ What are you thinking about?” he always answers “I do 
not know, I cannot remember.” To clearly understand and de- 
scribe his mental state accurately is difficult if not impossible. The 
few examples I have given, and I could cite many more, show that 
he is not devoid of power of carrying on a chain of reasoning and 
drawing proper conclusions. Further, none of his reasoning is 
faulty. He never starts out with any false (insane) premise, 
and never reasons in a diseased way. On the other hand he rea- 
sons only about simple matters when talked to. He has no inter- 
est in the affairs of the outside world, politics, war, crimes, etc. 
He was a mechanic ; he has now an intellect little better than that 
of the day laborer of his own age. One sign of what at first sight 
looks like decreased intelligence he shows distinctly. He takes 
his condition too easily. Had a man, such as I suppose he was 
before his illness, been stricken with some physical disease, pre- 
venting his earning his living, he would fret more and worry 
over being in a charity hospital. On the other hand this, instead 
cf being a symptom of dementia, may be caused by the fact that 
he knows that he is not working only at the moment when told. 
For all he knows at any other time he worked and earned and 
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received his wages this morning, last week and last year. There 
is no disturbance of the moral sense. His conduct is irreproach- 
able. There is no failure in his knowledge of his personality. 
He is H. B. and no one else, and of this he has no doubt. As a 
matter of fact he is H. B. 

One interesting medico-legal point in the case is the question 
as to whether he is insane in the technical sense. He is entirely 
unable to take care of himself. If sent out into the world he 
would be lost immediately. He would not know where he was, 
nor how to go anywhere, and would not remember for more than 
a minute where he wanted to go. On the other hand, he needs 
only a servant to watch over him. He could be cared for quite 
as well in a home, if he had one, or in a general hospital as in a 
hospital for the insane. ‘On the other hand, would he be respon- 
sible if he committed a crime? He knows right from wrong not 
only in a verbal sense but in truth. He is not subject to any im- 
perative impulse and is not under the influence of any delusion. 
If he were to murder he would at the time know it was wrong, 
but a few minutes later would have no recollection of what he 
had done and, if hanged, would have no knowledge of the reason 
for his punishment. He certainly could not make a valid will 
because he has no knowledge of whether he owns property or 
not and does not know if he has any kin who have any claim on 
him. Explaining these things would be of no avail because he 
would forget the first things told him while later ones were be- 
ing related. 
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IS DEMENTIA PRAECOX THE “NEW PERIL” IN 
PSYCHIATRY ?* 


By J. T. W. ROWE, M.D., 


First Assistant Physician Manhatian State Hospital, Ward's 
Island, New York. 


The few local observations on this popular psychosis presented 
here suggest the trite old couplet: 

“Tis the sad complaint, and almost true, 
Whate’er we write, we bring forth nothing new.” 

The advent of dementia przcox, like other exotics received 
with enthusiasm, has resulted in an eruption of articles on that 
entity. While it did not, like the young Lochinvar, come out of 
the west, many of the recent articles describing it exhibit the 
vigor and breeziness of that region. Some have the force and 
dogmatic utterance of the small clinic and the smaller general 
practice. Others savor of the larger asylums, not wanting so 
much in population, as in a larger purview of the subject. Some 
of the cases illustrated combine all the types in one, so all- 
embracing is it to the chroniclers; while others again exhibit a 
wealth of detail which could never have been met with, except in 
the pages of the foreign text-book. Still other cases are made to 
demonstrate every sign and symptom of classic requirement. 
What new ones they contain can only be conceived, for they have 
been made to exhibit all the phenomena established as proper to 
dementia precox. The same monotonous and inexpressive jargon 
meets you in each appearing article. The paucity of actual obser- 
vation and clinical material is equalled only by the bibliographical 
zeal, 

To begin with, I think much harm may be done by the unfortu- 
nate term, as well as by the gloomy prognosis of those in a posi- 
tion of authority to speak. Dr. Jones, the superintendent of the 


*Read at the sixty-second annual meeting of the American Medico- 
Psychological Association, Boston, June 12-15, 1906. 
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London County Asylum, said in an ex-cathedra tone, “ dementia 
przcox is now so common that it may almost be described as the 
scourge of our asylums, for it attacks prematurely our most 
promising youth. It is practically incurable, and will fill our 
asylums of the future with the hopelessly insane.” The cloud, 
fortunately, has a brighter lining, for the British asylum sta- 
tistics do not bear him out in his fears. We do not know whence 
his evidence is derived, but we do know that in our own clinical 
experience the educated and more enlightened, and even the 
mentally hard-working, are not the groups from which the most 
of the hospital inmates are recruited. These quickly seek medical 
advice, which can frequently ward off the impending danger. 

With our wealth of clinical material, it must follow that the 
disease, dementia pracox, is frequently met. As a matter of 
fact, we have the best clinical types to be found in any asylum in 
the world. We have this disease in all its gradations, from the 
almost speaking clinical picture to that exhibiting a group of 
morbid symptoms so slight that to discover sufficient justification 
for stamping it dementia pracox is an almost hopeless task to 
our zealous young clinicians at staff meetings. 

As in great waters are found fin and feather in infinite variety, 
why should we not at this hospital, fed by a huge cosmopolitan 
metropolis, teeming with the flotsam and jetsam of human wreck- 
age, have the greatest variety of psychoses known to alienists ? 
But if we are frank, we cannot subscribe to the teaching that 
dementia precox is paramount or in the ascendant here. The 
doctrine is not sound. We must dissent. I think the more we see 
of undoubted cases of dementia pracox, the better the outlook is 
for the patient and statistics. Scores of cases so closely resemble 
dementia precox in symptom-complex and termination that it is 
surprising more are not stamped as such and transferred from 
active observation to the rubbish-heap from which the psychiatri- 
cal “finds” have been extracted, to get well as best they may. 
The long list of morbid mental states just on the border line, 
embracing adolescent dementias, the depressions with confusion 
and stupor, post-alcoholic psychoses, hypochondria and neuras- 
thenia, the great variety of neuroses and psychoses associated with 
imbecility,—if these cases are checked in their progress, they re- 
spond quickly to treatment, but the care must be unceasing. Then 
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most of them will get well, as they would have done had they 
received proper medical care outside, and thus made the certificate 
of insanity unnecessary. These forms of insanity are often the 
result of exhaustive and toxic states, and neuroses unrelieved. 

I cannot understand why continental thought should set the 
pace for the rest of the world, more especially for this country. 
With an admission of nearly two thousand patients annually, 
examined under the most exacting system of analysis, and sub- 
jected to the criticism of a large medical staff, we are still in- 
fluenced and guided by the dictation of foreign savants and 
writers, and we are asked to bolt unquestioningly the conclusions 
they have derived from sometimes very limited fields of observa- 
tion. It is high time we made our own the predominating sta- 
tistics in this country, and stood by them. Any others are likely 
to be at variance with the conditions and environment prevailing 
here. The question is too often asked at court and clinic, “ Have 
we read what Prof. von So-and-so writes or has observed,” which 
soft impeachment we have to deny, and by our confession of 
ignorance are, I suppose, placed quite outside the pale. If we 
have been locked in “ some pent-up Utica,” is it not time that we 
emerged into the freer atmosphere of independent thought and 
our own conclusions ? 

There are no new forms of insanity that I am aware of. This 
much most of us are agreed upon, except in the newspapers and 
novels, and finesse in diagnosis is not so important as saving from 
classification, as dementia przecox, the cases closely resembling 
it, but which escape the unfavorable prognosis imposed by the 
name and surprise us by a return to a condition of mental health. 
The question arises then, What shall we consider dementia pra- 
cox? I would confine the name to those groups of insanity occur- 
ring in the adolescent period and tending to dementia. I would 
restrict it to a period not later than the adolescent age, and I 
would make it a sine qua non that the inclusive stages of mental 
deterioration be reached rapidly. Psychical enfeeblement, with 
relative integrity of memory, disappearance of the effective feel- 
ings or emotional tone, apathy, dissociation between memory 
and judgment, and a primary normal mental condition ending in 
early breakdown. 

The physical signs in dementia precox are not reliable and 
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should not be taken too seriously. They are seen in other forms 
of insanity, and may be indefinite or accidental. When we have 
a case appearing at the period of pubescence, or a little later, with 
languor and inattention, the mental powers too sluggish to assist 
the patient in recognizing his condition or surroundings, with 
hallucinations of hearing and the progressive character of the 
mental deterioration demonstrated, we are reasonably safe in 
diagnosing it dementia precox. But I would stand firmly for 
the psychical enfeeblement, diminished attention, and dominating 
apathy, and as a clinical picture is necessary to a concept of the 
disease, I would urge that dementia precox should imply a de- 
mentia that is primary and present from the beginning of the 
disease, although its recognition may be obscured by transitory 
episodes. Some of these may be only faintly discerned. Then 
the patient is entitled to the benefit of the doubt. Many of the 
cases we see are not degenerative cases. They show but little 
disturbance of attention and impairment of judgment, and such 
as it is, may be secondary to some acute psychical disease of 
which we have no knowledge. We should not try to fit the patient 
_ to the diagnosis. The materies morbi is necessary, for the true 
precocious dement is to the manner born. In many the age of 
adolescence has long been passed. 

As for the anatomical stigmata of degeneracy,—what do they 
indicate? They may be seen at any gathering of people of all 
ranks, in the pulpit or in the prize ring. At this stage of life 
almost any mental weakness may reveal itself,—derangement of 
function, the strain of development special to some, the explosive 
emotional states, boastfulness and sexual depravity of the ill- 
balanced—a tremendous amount of insanity that is not dementia 
precox comes to us. The entire gamut of symptoms peculiar to 
dementia precox may be found in imbeciles, the constitutionally 
defective, tramps with stigmata suggesting the workhouse or 
prison, the ill-balanced lad blowing off the emotion of youth. The 
boy who can never learn at school and is inclined to wander away, 
who cannot settle down to any kind of occupation, is likely an 
imbecile. Some exhibit intense stupor closely resembling de- 
mentia. Many are harmless and industrious, and although too 
deficient mentally for much initiative or progress, are capable of 
useful employment and of earning their own living. Why saddle 
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upon these the term “ dementia precox”’? It hampers their con- 
valescence, puts a taint upon them, and keeps them in the back- 
ground. They are mentally unstable, but under careful super- 
vision, if their young manhood be passed in an orderly and syste- 
matic manner, in employment adapted to their capabilities, re- 
covery and escape from future attack may be fairly assured. 

It is not the most intellectual classes or those who are hard- 
worked mentally who supply us with morbid conditions. They 
don’t supply the dementia przcox cases, or those so-called “ al- 
lied” cases. The flower of our youth may give us the true 
psychoses, well cut and definite, if any. Our cases of defect and 
deterioration come largely from foreigners, soft, undeveloped, 
the flotsam of congested agrarian districts and poverty-stricken 
surroundings, unaccustomed to active competition at home. The 
sundering of home ties, followed by wretchedness and homesick- 
ness, is the first step in their decline. Then you have these poor 
peasants coming into competition with the fittest, living in con- 
fined quarters with insanitary environment and reeking of filth. 
The want of proper adjustment of forces and work results in 
nutritive and nervous exhaustion, insomnia, indigestion, auto- 
intoxication, and the pace kills or turns to insanity. 

A propaganda should be urged to deal vigorously with this 
blight so peculiarly incidental to youth and adolescence. I firmly 
believe that if the conditions causing insanity were fought as 
vigorously and determinedly from the press and platform as are 
those of tuberculosis, alcohol, and syphilis, and the co-operation 
of the general practitioner and of organized charity, was obtained 
to prevent it in its incipiency, there would be no need for the 
large and increasing appropriations so regularly asked for. The 
steady and alarming increase of insanity would cease, the bread- 
winner would be preserved to his family, and he and they would 
be spared the stigma of mental incapacity and the horrible fear 
of transmitted disease. The State would be spared the task of 
maintaining the patient, and the family escape the degradation 
of becoming the subject of public or private charity. 

The truth is that men, women, and children are overworked. 
They live amid struggle and stress unknown to other times. 
These conditions predispose to nervous disorders which become 
progressive. Stress and medical neglect do the rest. We see 
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them dull, stupid, and apathetic, with an indifference due to their 
inherent mental defects. Should we be surprised at the differ- 
ences and contradictions they represent? These are no doubt 
unimportant differences in the clinical pictures, due to the differ- 
ent constitutions of individuals at different ages, but these differ- 
ences are not sufficiently grave to constitute distinct diseases or 
dementia pracox. Certain clinical pictures give us definite forms 
of insanity, but how few are the distinct convincing clinical pic- 
tures we meet with here. The treatment of many of these cases 
might have been left in the hands of the general practitioner, 
showing, as they do, incredible ignorance and disregard of ordi- 
nary rules of health. Some need never have been committed to 
a hospital for the insane, had their downward course been halted, 
so dependent were they upon environment. 

These so-called dementia pracox cases, crippled mentally, 
should not be shelved or submerged. They should receive undi- 
minished care and treatment, with regular outside work, adapted 
to their capability. We don’t relegate weak and worn-out ships 
to idleness, or lay them aside as forever useless. They are put 
into a trade fitting their capability and restricted to smoother 
waters where they escape the storms and buffetings of rough seas. 

Some day when after care is a part of the sociological body, 
the helping hand which was not put forth, or not availed of when 
it might have averted the malady, will take in charge the weakling 
and the hard-pressed, whose complete recovery is handicapped by 
stress, and avert threatened relapse. 

The knowledge that an After-Care Society stands ready to aid 
this class, would relieve the patient of his anxiety and hasten his 
convalescence while in the hospital. We meet with many cases 
where the patient and friends show ill-concealed anxiety for his 
future condition after his discharge. 

These cases are not rare birds. Twenty years ago we had the 
same class,—apathetic, listless, and indifferent. They pursed their 
lips, touched spots repeatedly, had mannerisms and peculiarities, 
and were a mingling of stupidity and silliness. When at home, 
they wandered away or stopped work and masturbated. It is 
flattering to note that the Kraepelinian theory of auto-intoxica- 
tion and the infection with the products of the sexual organs was 
even then held by us, for that form of insanity was irreverently 
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referred to the region below the belt. Many of these cases are 
congenital and have a primary defect, but with rest in bed, forced 
feeding, strict discipline, and outside work, many are restored, 
the friends fortunately accepting and acting upon the advice of 
the physicians. 

I am not a lauder of the times past, but there is a disposition 
to-day to belittle the opinions and views of two or three decades 
ago. We must judge the workman by his tools, and in the light 
of modern research, with its endless list of instruments of pre- 
cision, diagnoses and conclusions are not more accurately or 
quickly made at the present time than at that period. I have in 
mind some exceedingly accurate and creditable diagnoses in the 
early stage of these cases, as well as in incipient general paresis ; 
and my conviction is, that powers of observation were not a whit 
less keen then than at present. Our modest armamentarium in 
those days consisted of a Mickle, Greisinger, Maudesley, and 
Bevan-Lewis, whose pages afforded very few novelties. The 
type has changed somewhat perhaps, colored by the new indus- 
tries and scientific discoveries, new forms of dissipation, and 
other modifying influences, but the essential indicia for the cor- 
rect understanding of this class of cases remain, and always will 
remain, except in individual cases, whose unimportant details do 
not affect the majority of cases. 

The new psychiatry has brought into frequent use a jargon of 
words and phrases which seems stilted and pedantic, until you 
acquire the vocabulary of machine-made histories. These are 
couched in specific and precise words, and as alienists are by no 
means unanimous in the acceptation of their meaning, the patient’s 
case is more or less at the mercy of their vagaries of understand- 
ing. We should, above all things, use plain, every-day words 
that convey their full meaning to the medical man. As it is now, 
after reading the history of a case of modern psychiatry, we are 
left with the impression that the reporter was, in the words of 
Disraeli, “ inebriated with the exuberance of his own verbosity.” 
In the iteration of stilted words, indefinite and unconvincing, we 
get an “intolerable deal of sack,” so little do they convey. I 
would run a tilt against the word, “ Deterioration,” as Don Quix- 
ote did at the windmill. This has such a wide meaning in 
psychiatry that we ought to have some fixed idea of its value. 
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them dull, stupid, and apathetic, with an indifference due to their 
inherent mental defects. Should we be surprised at the differ- 
ences and contradictions they represent? These are no doubt 
unimportant differences in the clinical pictures, due to the differ- 
ent constitutions of individuals at different ages, but these differ- 
ences are not sufficiently grave to constitute distinct diseases or 
dementia precox. Certain clinical pictures give us definite forms 
of insanity, but how few are the distinct convincing clinical pic- 
tures we meet with here. The treatment of many of these cases 
might have been left in the hands of the general practitioner, 
showing, as they do, incredible ignorance and disregard of ordi- 
nary rules of health. Some need never have been committed to 
a hospital for the insane, had their downward course been halted, 
so dependent were they upon environment. 

These so-called dementia precox cases, crippled mentally, 
should not be shelved or submerged. They should receive undi- 
minished care and treatment, with regular outside work, adapted 
to their capability. We don’t relegate weak and worn-out ships 
to idleness, or lay them aside as forever useless. They are put 
into a trade fitting their capability and restricted to smoother 
waters where they escape the storms and buffetings of rough seas. 

Some day when after care is a part of the sociological body, 
the helping hand which was not put forth, or not availed of when 
it might have averted the malady, will take in charge the weakling 
and the hard-pressed, whose complete recovery is handicapped by 
stress, and avert threatened relapse. 

The knowledge that an After-Care Society stands ready to aid 
this class, would relieve the patient of his anxiety and hasten his 
convalescence while in the hospital. We meet with many cases 
where the patient and friends show ill-concealed anxiety for his 
future condition after his discharge. 

These cases are not rare birds. Twenty years ago we had the 
same class,—apathetic, listless, and indifferent. They pursed their 
lips, touched spots repeatedly, had mannerisms and peculiarities, 
and were a mingling of stupidity and silliness. When at home, 
they wandered away or stopped work and masturbated. It is 
flattering to note that the Kraepelinian theory of auto-intoxica- 
tion and the infection with the products of the sexual organs was 
even then held by us, for that form of insanity was irreverently 
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referred to the region below the belt. Many of these cases are 
congenital and have a primary defect, but with rest in bed, forced 
feeding, strict discipline, and outside work, many are restored, 
the friends fortunately accepting and acting upon the advice of 
the physicians. 

I am not a lauder of the times past, but there is a disposition 
to-day to belittle the opinions and views of two or three decades 
ago. We must judge the workman by his tools, and in the light 
of modern research, with its endless list of instruments of pre- 
cision, diagnoses and conclusions are not more accurately or 
quickly made at the present time than at that period. I have in 
mind some exceedingly accurate and creditable diagnoses in the 
early stage of these cases, as well as in incipient general paresis ; 
and my conviction is, that powers of observation were not a whit 
less keen then than at present. Our modest armamentarium in 
those days consisted of a Mickle, Greisinger, Maudesley, and 
Bevan-Lewis, whose pages afforded very few novelties. The 
type has changed somewhat perhaps, colored by the new indus- 
tries and scientific discoveries, new forms of dissipation, and 
other modifying influences, but the essential indicia for the cor- 
rect understanding of this class of cases remain, and always will 
remain, except in individual cases, whose unimportant details do 
not affect the majority of cases. 

The new psychiatry has brought into frequent use a jargon of 
words and phrases which seems stilted and pedantic, until you 
acquire the vocabulary of machine-made histories. These are 
couched in specific and precise words, and as alienists are by no 
means unanimous in the acceptation of their meaning, the patient’s 
case is more or less at the mercy of their vagaries of understand- 
ing. We should, above all things, use plain, every-day words 
that convey their full meaning to the medical man. As it is now, 
after reading the history of a case of modern psychiatry, we are 
left with the impression that the reporter was, in the words of 
Disraeli, “ inebriated with the exuberance of his own verbosity.” 
In the iteration of stilted words, indefinite and unconvincing, we 
get an “intolerable deal of sack,” so little do they convey. I 
would run a tilt against the word, “ Deterioration,” as Don Quix- 
ote did at the windmill. This has such a wide meaning in 
psychiatry that we ought to have some fixed idea of its value. 
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As accepted now, its meaning is infinite and chaotic. Who shall 
say what deterioration is,—the extent of it, its degree? The 
question is put in a routine fashion, “Is there deterioration ”’? 
“From what”? we ask. If we knew the patient’s normal con- 
dition, we can say with Hamlet, ‘ What a falling-off was there.” 

The patient doubtless does show deterioration or impairment 
or a condition inferior to that expected in a sound or normal man, 
but unless we know his normal state, the word can have little 
value and becomes a most misleading finger-post. We, our- 
selves, are dying by inches every day, and falling from our normal 
state,—deteriorating. The phrase is often interwoven with con- 
fusion and stupor, but who is able to demonstrate it! It is in 
paranoia and manic cases, if misinterpretation of the small things 
is taken at its proper value. Take, for instance, the patient once 
considered a paretic, who is readmitted. He has no physical 
signs nor delusions. Ergo, he is a case of dementia precox, but 
there is no deterioration. A former manic depressive case with 
physical activity and mental exaltation, stamped manic, returns 
in confusion and dilapidation, wet and unclean. Deterioration 
being the keynote, he perforce must be a case of dementia pre- 
cox. It seems to be a word to conjure with. A paranoiac case 
lacking the acceptable clearness of intellect just fits the paranoid 
condition; but, lo! deterioration is discerned by some one, and 
he becomes, ipso facto, dementia precox. It may not be abso- 
lute,—only partial. The performances and behavior may show 
a falling off only in certain fields of action, but who shall indicate 
the degree and its import? The word is like the Hidalgo’s din- 
ner,—a great deal of table-cloth, and very little meat. 

Then there is that other word, “ Retardation.” That is in- 
deed a word to try our acumen, and is at the same time our 
despair. 

Between the claims of deterioration and those of retardation 
we are in a dilemma, and feel how happy we could be with 
either—alone. It hangs like the sword of Damocles over the 
patient. Is he to be held by the minority retarded with depres- 
sion, and bear the hopeful prognosis of manic depressive in- 
sanity,—or by the majority apathetic, indifferent, stupid, a case 
of dementia precox, and therefore unfavorable for the patient. 

Few are agreed as yet upon the name or the psychosis of this 
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interesting and popular entity. Long-drawn-out discussions and 
the submitting of statistics lead to nothing definite. "Tis an easy 
thing to argue the other side. My plea is for facts,—something 
specific, that carries conviction with it, and that will enable us to 
say, “ Ecce signum.” A clinical picture is necessary to a con- 
cept of the disease, and the predominant symptoms are what in 
the majority of cases will give us the classification. I would 
throw out the weak, meaningless, ill-defined symptoms which 
serve only to confuse and lessen the worth of more reliable data ; 
and the stilted verbosity and generalization should be replaced 
by constant and well-cut symptoms true to the disease. These 
not being present, I should hesitate before stamping it dementia 
precox. We should not be pessimistic in this disease, dementia 
precox; if we can provide comfort, we ought to do it. Every 
other disease has been modified and robbed of its terrors by ad- 
vanced methods of treatment. Let us above all be hopeful. It 
means so much to the patient and humanity. Take the words 
cancer and consumption. We have substituted less terrifying, but 
equally expressive words, which tend to allay groundless fears. 
That a little knowledge may be a dangerous thing has been im- 
pressed upon me more than once by the glib inquiries of the 
patient’s friends as to whether the patient has dementia pracox. 
They have been informed by so-and-so that it might be that; so 
their fears regarding the increasing ravages of this disease have 
to be quieted. 

The role of alarmist is fortunately offset by the increasing 
confidence in the curability of this class of patients. Now that 
after-care for discharged patients is promised, let us plead for a 
little more care and observation by the dilettanti and the general 
practitioner before insanity. It is like putting the cart before the 
horse, to wait until after commitment, or until he is discharged, 
before assisting the patient. A vigorous crusade should be insti- 
tuted to prevent insanity. If it was combatted with the same 
vigor as is tuberculosis, what an astonishing difference it would 
make in the annual reports of hospitals for the insane. 
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Obituary 


ALEXANDER E. MACDONALD. 


News of the death of Dr. A. E. Macdonald at his residence in 
New York City on December 7, 1906, must have come as a sur- 
prise and shock to his friends, many of whom had not been aware 
of his illness. 

Dr. Macdonald was not only prominent as an alienist in this 
country, but enjoyed a wide reputation abroad. For very many 
years he had been identified with the care and treatment of the 
insane in New York City, but had lived in retirement since 1904. 

Dr. Macdonald was born in Toronto in 1845, and educated at 
the Toronto Model Grammar School and Upper Canada College. 
He began the study of medicine at Toronto University, but 
moving subsequently to New York, completed his studies at New 
York University, from which institution he received the degree 
of M.D. in 1870. Later he studied law at the same university, 
graduating with the degree of LL. B. in 1881. In 1874 he was 
appointed lecturer on medical jurisprudence in New York Uni- 
versity, and afterwards professor of medical jurisprudence. 
Later the chair of medical jurisprudence was combined with that 
of psychological medicine, with Dr. Macdonald as professor, and 
he was emeritus professor at the time of his death. Not long 
after graduating he was appointed house physician at the Hos- 
pital for Epileptics and Paralytics, Blackwell’s Island. In 1871 
he became chief of staff of Charity and Allied Hospitals, Black- 
well’s Island. In 1874 he was appointed resident physician, and 
in 1875 medical superintendent, of the New York City Asylum 
for the Insane, Ward’s Island. In 1886 he was made general 
superintendent of the New York City asylums, which comprised 
the Reception Pavilion of the Insane, Bellevue; New York City 
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Lunatic Asylum, Blackwell’s Island, and branches on Ward's 
and Hart’s Island; New York City Asylum, Ward’s Island, 
and branches on Randall’s Island and Central Islip, L. I. It 
was through Dr. Macdonald’s efforts that the colony at Central 
Islip, L. I., was founded and that the city acquired title to the 
Immigration Asylum on Ward’s Island by purchase from the 
State, thus increasing its accommodations for the insane and 
making it possible to abolish the branch institutions and to re- 
move the Blackwell’s Island division of women patients to Ward's 
Island. In 1896, as an incident of the operation of the State Care 
Act, New York City transferred its insane to State care, and Dr. 
Macdonald became general superintendent of the Manhattan 
State Hospital. In 1900 the legislature made three separate di- 
visions of the Manhattan State Hospital, and Dr. Macdonald 
became superintendent of the Manhattan State Hospital East, of 
which he had been the first superintendent in 1875. 

Dr. Macdonald had frequently given expert testimony in im- 
portant trials and notably in 1881, when he was called by the 
United States Government to testify in the Guiteau case. As 
medical superintendent he displayed executive ability of a high 
order. He was a rigid disciplinarian and exercised almost mili- 
tary authority in the institutions over which he had control. His 
administration of the New York City institutions was most ef- 
fective. In his writings he showed himself the possessor of a 
lucid and pleasing style, and almost everything that he wrote was 
enlivened by humor. Among his contributions we may note the 
following: “ The Examination and Commitment of the Insane,” 
American Journal of Insanity, 1876; “ General Paresis,” Ameri- 
can Journal of Insanity, 1877; “Clinical. Lecture on Mania,” 
Medical Record, New York, 1879; “ Clinical Lecture on Melan- 
cholia,” Medical Record, 1879; “ Clinical Lecture on Dementia, 
Idiocy, Imbecility,” Medical Record, 1879; “ Clinical Lecture on 
General Paresis,” Medical Record, 1888. His latest contribu- 
tions, published in the American Journal of Insanity, were “ The 
Fourteenth International Medical Congress at Madrid,” being 
his report as delegate to that Congress of the American Medico- 
Psychological Association; and his address as president of the 
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American Medico-Psychological Association. Dr. Macdonald 
was a member of the American Medical Association, of the Medi- 
cal Society of the State of New York, of the Medical Society of 
the County of New York, of the New York Academy of Medi- 
cine, of the New York Psychiatrical Society, an honorary mem- 
ber of the American Medico-Psychological Association and its 
President in 1904, and an honorary member of the British Med- 
ico-Psychological Association. 

The deceased is survived by a widow, son and a daughter. 

Dr. Macdonald was distinctly a personage. His commanding 
figure comported well with his striking mental attributes. To be 
in his presence in any gathering was to be sensible of a strong 
individuality. He was a born leader of men. His mind was well 
trained not only in subjects relating to his profession, but in the 
humanities, and his general culture was the broader for his inti- 
mate contact for many years with the best society of the metropo- 
lis. He had strong convictions and was ready at all times to de- 
fend them against assault from the enemy. His militancy kept 
the latter at bay, and almost invariably made him in the end 
master of any position in defense of which he had thrown down 
the gage of battle. His fearlessness on such occasions of strife 
often stiffened the resolution of less ardent fighters when motives 
of self-interest might have suggested the expediency of uncondi- 
tional surrender. Such a man could not well be popular—which 
adjective, after all, is usually one of dispraise—but his rugged 
devotion to principle and virile capacity for indignation when 
principle was outraged won for him unqualified admiration and 
staunch support from all who were able to distinguish between a 
tin soldier and a real warrior. 

Dr. Macdonald had great social charm. He was an ideal host, 
and as a guest was much in demand on festive occasions. As an 
after-dinner speaker he had a well deserved reputation. In this 
role he was always able to live up to the exacting standard estab- 
lished by our English brethren for American oratory of the 
lighter sort and never failed to amuse his hearers when represent- 
ing our association at British banquets. The dominant note of 
his post-prandial performance was a chastened cynicism, the ef- 
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fect of which was happily heightened by an impassive counte- 
nance and a drollness of intonation and delivery that one asso- 
ciates as birthright rather with New England than the Dominion 
of Canada. His report of The Fourteenth International Con- 
gress at Madrid, to which reference has already been made, is a 
typical example of his keen insight, merry wit and fine humor. 
Death has made sad havoc in our ranks during the past few 
years, but no American alienist of those who have been gathered 
to their fathers will be more sincerely missed and mourned by his 
friends than A. E. Macdonald. 


G. A. B. 
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Book Reviews. 


The Subconscious. By Joseru Jastrow, Professor of Psychology in the 
University of Wisconsin. (Houghton, Mifflin & Co., 1906.) 


In deciding as to the completeness with which a book has fulfilled its 
function, it is necessary to know with what end in view the author wrote. 
If, as often seems to be the case, the chief object is to relieve his mind 
of a weight of uncomfortable reflections, the result need not occupy the 
reviewer since the writer himself is the best judge of the success of his 
efforts. If, however, the avowed object has been to teach, to help, to 
deliver a message, it then becomes the office of the critic to consider 
soberly and faithfully what has been written and, according to the merits, 
advance an opinion that shall sustain or controvert the thesis. 

What, then, is the message of this new book by Jastrow? What its reason 
for being? 

Fortunately, as is quite proper, the author prefaces his work with a 
concise statement of his purpose. “ The purpose of this essay in descrip- 
tive psychology is to provide a survey of a comprehensive aspect of human 
psychic endowment.” Surely a laudable plan for, though many attempts 
have been made to mark down the more striking and permanent charac- 
teristics of the conscious and subconscious activities, the data at hand, 
the instruments used and the limitations of the surveyor have heretofore 
been so unsatisfactory as to afford but a muddy and unfaithful sketch of 
the original. Such fanciful attributes, mysterious powers and weird quali- 
ties have been assigned to that bugaboo of the humble but honest psy- 
chologist, the subliminal self, that any effort to “show up” the ghost must 
be allowed the commendation usually assigned to the brave. That the 
author had clearly in view this unsatisfactory status of our knowledge 
concerning “The Subconscious” may be plainly seen in the opening 
paragraph of his introduction—the most charming paragraph, by the way, 
in the whole book and one well calculated to tempt any chance reader 
into the depths beyond and possibly beyond his depth. 

“The submerged life of the mind, however seemingly mysterious and 
really elusive, yet persistently attracts the naturalist of the mental world. 
At favorable moments, when the sea of consciousness is unruffled and 
calm contemplation seems promising, he peers intently into the shadowy 
depths, and is disappointed to find how little he can distinguish of what 
lies below the surface, how constantly the waters send back merely the 
reflection—partly distorted—of his own familiar features. His curiosity 
unsatisfied, he is tempted to wish for the intervention of some fairy of 
kindly disposition toward psychologists, who would invest him with a 
magical diving-suit enabling him to sink below the waters and examine 
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leisurely the life of those hidden depths, while maintaining a supply of 
fresh air from the consciousness above. For psychologist and layman 
alike, the ordinary endowment permits only a plunge for a moment or 
two into the waters of the subconscious, and a return to the surface with 
some brief glimpse of the world below. If we remain there longer, our 
vision becomes clouded, impressions become vague, the memory uncer- 
tain; we seem absorbed in close contemplation, and yet but dimly realize 
what it is we contemplate; we dream—and hardly know upon awakening 
what was really seen and what imagined. At times strange tales are told 
of those depths,—of curious forms of life, part of this world and part 
suggestive of some unreal world beyond. Monsters and sprites and elves 
are there, who on rare occasions, it is said, disport themselves upon the 
tops of the waves, much to the consternation of those who bring the 
tale. Ghosts of our former, or of our other selves are said to lurk in 
this night-side of mind, at times reasserting their portion in the conscious 
life that alone we call our own. As we turn to observe them, to stare at 
them with the waking eye, the cock crows, the dawn of consciousness 
looms above the horizon; we are again awake—and the ghosts have 
vanished.” 

And does Professor Jastrow aid us in our study of these “depths”? 
He would himself be the first to admit that he has not brought up from 
below many new facts for the curious gaze, but in the method with which 
he approaches the study he demonstrates the possibility of maintaining a 
clear head and eye even while immersed in a new element where strange 
melodies call and alluring phantoms beckon us away from the safe rocks 
of scientific experience. His attitude throughout is healthy; there is no 
pandering to the love of the mystic, no resort to occult laws to explain 
peculiar normal and abnormal conscious and subconscious phenomena; 
wherever the exact modus operandi of these laws is not clear he frankly 
admits imperfection of knowledge and gives warning of the viciousness of 
a habit which leads to a flight from that which we know not of to that 
of which we know still less—a metaphorical burial of the head in the sands 
of occultism. 

Consciousness he conceives to have been built up in a process of evolu- 
tion. “Older and deeper are the psychic dispositions on the basis of 
which, by some as yet unrevealed history, consciousness may have de- 
veloped, and developed to meet some need not adequately provided for 
by inherited endowment. To secure acceptance, an interpretation of the 
varieties of subconscious activity must readily find place in a system of 
mental evolution.” 

“The achievements of consciousness remain the notable ones in the 
story of man’s occupation of his place in the world, as well as the central 
concern of a psychological interpretation of the endowment that thus 
finds comprehensive expression. Consciousness expresses itself as an 
individual organic achievement: and by conservation of that integrating 
privilege, the individual develops his complex possibilities.” 

Likewise to the morbid phenomena of conscious activity evolutionary 
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conceptions may be applied. “But all evolution implies a liabiltiy to 
arrest and decay, deformity and enfeeblement. Functions display their 
import as significantly in the issue of these dissolutions as in the manner 
of their upbuilding. Yet the paths of dissolution are inevitably manifold 
and intricate. The emphasis of the evolutionary forces is towards a type, 
an adjusted standard; the means to this end is through diversity and 
variety. . .. yet in the organic system the manner of impairment reflects 
the influences that determine normal growth; in this relation lie the 
significance of abnormal deviations and the clue to their import.” 

The exposition is divided into two portions, considering respectively 
the functioning of subconscious processes in the normal and in the ab- 
normal mental life, while three concluding chapters are devoted to a 
theoretical discussion of the subconscious as conceived by the author and 
as interpreted by others. The section on abnormal psychology treats of 
such subjects as dream consciousness and its variants, the dissociated con- 
sciousness, the genesis of altered personality and disintegrating lapses 
of personality. 

In his selection of illustrations of morbid conscious and subconscious 
activities, the author has drawn largely from the best known published 
examples, allowing a particularly large amount of space to the cases of 
the Rev. Mr. Hanna and Miss Beauchamp, published by Boris Sidis and 
Dr. Morton Prince respectively. The prominence given to these cases is 
of questionable value to the text since they are presented with an absence 
of that critical reserve which should accompany the employment of 
descriptions clearly too highly colored by the personal interpretations of 
the original observers. Professor Jastrow has evidently accepted at par 
deductions which in their richness of detail bear the stamp of artificiality 
when compared with the poverty of faithful clinical portrayal. 

It is not only the character of the contents which determines whether 
or not a book is worth reading, but the character of the reader as well. 
If Professor Jastrow’s book was intended for that large portion of the 
intellectual lay public which avoids the mass of modern fiction and seeks 
entertainment and enlightenment in somewhat popularized science, the 
work hardly seems to be sufficiently elementary to satisfy this class of 
readers. And yet the author has used metaphor and simile with such 
unusual freedom as to suggest a desire on his part to present his subject 
clearly to minds somewhat untutored in matters psychological and 
psychiatric. If this be true, he has overshot his mark. The figures, 
though in many instances of great beauty and subtlety, are at times con- 
fusing by reason of their very richness and multiplicity. At one moment 
the mental elements become “players” entering and leaving the stage, 
then the mind “trots ... stopping like the horse that draws the milk 
cart”; again, there is “disorder of certain gearings of our mental ma- 
chinery,” “disarrangement along cleavage lines”, a “ dropping of stitches 
at the seams”; a dream is given a “quality of gait” and “ physiognomy 
of features” all in one clause, while the soul “closes its windows and 
the dreamer drifts idly into Nirvana”; at times the mind “ wanders” and 


| 
ii 
| 
4 
| 
ij 


402 BOOK REVIEWS [ Jan. 


again “takes flight”, “flits and perches”; the “reins are thrown to 
natural motives” while again “the logic-master is at the throttle”; im- 
pressions are “submerged” or “ drift in the current”; “the half-aroused 
mental movement. . . will exhibit much the same inclination to a dream 
like handling of a theme set by an actual environment as is encountered 
in the slowing down of our normal progress, when the wind fails and 
we begin to drift with the tide.” “The light effects of dawn and twilight 
have something in common; the landscape is comparably transformed in 
the gathering and in the lifting mist.” “There is, again, the dethronement 
of psychic autocracy.” “It is accordingly through the liability on the 
part of the unsettlement of the personal household—when the disturbance 
assumes this peculiar type of invasion of the mental hearth—to bring to 
the surface...” etc. ete. 

This play of metaphor often masks rather than reveals the author’s 
meaning and a straightforward statement of the thought in mind would 
have been more effective. If the lay mind is incapable of grasping the 
significance of a clear statement of fact, figurative language would give 
but a warped, if indeed any, conception of the truth. 

If, however, the book was intended for the habitual student of the 
human mind, the constant avoidance of plain dealing with accepted psy- 
chological terms will be for the most part an annoyance and will con- 
stantly distract from the true thread of thought. 

It is a saving feature of the work, however, that there is a continuous 
thread of thought wending its way from introduction to conclusion, though 
at times nearly hidden by imaginative presentation; by holding fast to this 
line, the student of psychiatry will not find his reading unprofitable and, 
indeed, will be often grateful for the refreshing illustrative originality of 
style which only because of its unremitting pervasiveness we have been 
condemning. 

The book is certainly worth while and the reviewer, in closing a criti- 
cism which may perchance have laid itself open to a charge of captious- 
ness in places, feels constrained to express his gratitude to the writer, 
for a work that must have cost its writer many hours of painstaking 
thought and conscientious labor. Ws. McDonatp, Jr. 


Physiology of the Nervous System, J. P. Morat, Professor in the Univer- 
sity of Lyons. Translated by H. W. Dyers, M.A., M.D. (Chicago: 
W. T. Keener & Co., 1906.) 


This work contains a vast deal of information upon a subject not hith- 
erto offered in English in so extensive a manner. The physiology of the 
nervous system, forming usually a chapter in general physiology, is here 
presented in a well illustrated treatise cf 680 pages. 

The work opens with a consideration of the nervous element. The 
author follows the descriptions of Waldeyer and His, and believes in the 
individuality of the neurone. It seems unfortunate that the only illustra- 
tions furnished of nerve cells should be Golgi pictures. The fibrillary make- 
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up of nervous tissue is discussed in a brief paragraph in which the author 
states that, “as a result of these observations (those of Apathy and 
Bethe) the theory of the neurone is once again plunged into discussion.” 

After a detailed treatment of electrology and nerve energies, the second 
part of the work opens. It is subdivided into two sections, the first con- 
taining chapters on sensibility and movement, primary systematisations, 
consciousness and unconsciousness, and superior systematisations. The 
second section dealing with specific innervations includes chapters on 
tactile, visual, auditory, olfactory and gustatory innervation, and language 
and ideation. 

The book is rich in experimental evidence, much of it being the author’s 
own. The mode of presentation, however, is perhaps hardly ideal; some 
of the chapters appear somewhat as collections of observations and lab- 
oratory notes rather than as finished fluent discussions. Moreover, the 
style of language is not always so simple and direct as one could desire. 
Nevertheless, for the special student the work is particularly valuable, 
and it fills a distinct gap in our literature. 


La Mélancolic, Etude médicale et psychologique par René Masselon, 
médecin-adjoint de l’asile de Clermont de |’'Oise. Ouvrage couronné 
par l’Academie de Médecine. (Paris: Félix Alcan, 1906.) 


This 284-page 12-mo. furnishes an excellent monographic treatise of 
the melancholiac symptom complex. The chief merit of the book is its 
close adherence to clinical facts which are carefully analysed and com- 
pared from a psychologic view point. The author supplies the histories 
of a number of illustrative cases and to these he makes frequent reference 
throughout the work. 

After a historic introduction in which the more important opinions from 
Hippocrates to Kraepelin are passed rapidly in review, the clinical symp- 
tomatology of melancholia is considered somewhat in detail. For conven- 
ience’s sake the affection is described under the following forms: 

(a) Simple depression. 

(b) Anxious melancholia. 

(c) Delusional melancholia. 

(d) Melancholia with stupor. 

These states represent, however, for the author nothing more than 
phases or stages of the same pathologic process. Thus simple affect de- 
pression may pass into anxious melancholia; and the latter when, as is 
usually the case, insane ideas appear, becomes delusional melancholia; 
and finally stupor in varying degree may be encountered in any of these 
fcrms, and when it dominates the picture, determines the fourth type 
which represents the severest form of the affection. 

The author’s conclusion, following Joffroy, is that “ melancholia as a dis- 
ease does not exist; there exist only melancholiac states.” He lays little 
emphasis on epochal conditions and describes side by side cases of psycho- 
motor and affect depression, belonging to the recurrent and periodic psy- 
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choses, and involutional cases with characteristic affect and delusional 
states. The clinical and pathogenic distinctions between these conditions 
thus receive hardly sufficient consideration. 

The bulk of the work (138 pages) is devoted to the psychology of melan- 
choliac states, in which the attempt is made to arrive at the fundamental 
psychic disturbances which underlie the previously enumerated clinical 
symptoms. The psychology is of a descriptive character and embraces the 
following summarisations : 

The psychic retardation of the melancholiac expresses itself as a diffi- 
culty of comprehension, assimilation and expression. The essential element 
is a disturbed mental synthesis depending upon a difficulty in the evoca- 
tion of ideas, which in turn is conditioned by an actual poverty of ideas. 

Attention is weak, can be fixed only with great difficulty, and is capable 
of being sustained for only an extremely short space of time. 

There is a constant disturbance of the mental imagery. It consists in 
a dulling or partial effacement of the images with difficulty in their revivi- 
fication. The associational flow is slackened, and the end of a train of 
thought may remain unattained. 

There is a sensory blunting which is central rathe: than peripheral. 

Volition is diminished to greater or less degree, to the extent sometimes 
of complete abulia. The patients themselves feel their lack of power to 
will, which is a direct outgrowth of the affective state. 

The depressive affect may take the form of a simple passive sadness, or 
of an acute mental pain (anxiety). 

The melancholiac delusions are always secondary to some phase of the 
moral pain. They are, therefore, rather affective than intellective, and 
gain in subjective certainty in proportion to the intensity of the affect 
depression. 

The chief types of insane ideas are ideas of transformation or changed 
personality (mental or physical hypochondriasis) ; ideas of negation, nihil- 
istic delusions (delirium of Cotard); ideas of external control or pos- 
session; ideas of unworthiness and self-blame; ideas of expiation of guilt 
and of future damnation; ideas of persecution. 

In the chapter on differential diagnosis the fact is still further empha- 
sized that episodes of affect depression occur in the greatest variety of 
pathologic mental states. Some of the conditions to be considered are 
confusion mentale, abortive forms of dementia pracox, katatonic stupor, 
alcoholic psychosis, phases of general paresis, delirium of persecution, de- 
generative psychoses, neurasthenia, organic psychopathies and _ periodic 
insanity. 

After disposing of the above-named conditions, the author believes that 
a group of cases remains which may be designated essential or pure 
melancholia (affective melancholia). These cases correspond in fact with 
those described by Kraepelin under involutional melancholia. Among 
these, however, a certain number is to be separated, representing initial 
stages in chronic processes terminating in senile dementia. The small 
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proportion of cases remaining, while provisionally classified as pure mel- 
ancholia, the author inclines to believe may yet be found to represent 
simply phases of other morbid conditions, when the etiology and path- 
ology of mental diseases are better known. FARRAR. 


Forty-eighth Annual Report of the General Board of Commissioners in 


Lunacy for Scotland. (Glasgow: 1906. Printed for His Majesty's 
Stationery Office.) 


This report is one of the best that we receive. One has no difficulty in 
referring to any part of it for information, as it has a good table of con- 
tents and the matter is well arranged. On January 1, 1906, there were 
17,450 insane persons in Scotland, of whom the Commissioners had offi- 
cial cognizance. This is an increase during the year of 209. During the 
past year, however, for the first time, there has been no increase in pro- 
portion to the population, though for the past three years there has been 
no proportionate increase in the number under private care. Many other 
interesting statistics might be quoted did space permit, but reference 
should be made to the interesting figures derived from a study of cases 
dying from paresis and from phthisis. Some difficulty has been found 
in collecting these statistics because the form of death notice was not un- 
derstood, but changes in this have facilitated matters. The information 
which has been collected here is of great interest and has largely been 
presented in the form of tables in periods of quinquenniads. We learn 
that the death rate from paresis per 1000 patients resident has increased 
from 8.9 in 1870-74 to 12.4 in 1900-04, and the death rate from paresis per 
1000 admissions has increased in males from 47.8 in 1870-74 to 84.7 during 
1905, in females from 11.9 in 1870-04 to 27.4 during 1905, but in 1875-9 
the proportion fell to 8. These give a proportion of 28.6 in 1870-4 and 
55.7 during 1905, almost doubling the rate in 35 years. The above figures 
are quoted as an example of the interesting matter given in this section. 
The same applies to that devoted to tuberculosis. 

The text of the report occupies 89 pages and is followed by 176 pages 
devoted to various tables and reports which cannot very well be incorpo- 
rated into the body of the report. 

The binding is paper, but the printing and paper is above the average of 
reports of this nature. ’ W. R. D. 


Thirty-fifth Annual Report of the Board of Commissioners of Public 
Charities of the Commonwealth of Pennsylvania for 1904, and Twenty- 
second Annual Report of the Committee on Lunacy. (Harrisburg: 
Harrisburg Publishing Co., State Printer, 1906.) 


At the close of the fiscal year, September 30, 1904, there were in the 
state hospitals of Pennsylvania 7442 patients, 4025 men and 3417 women. 
There were also under care in six private hospitals 754 patients, 298 men 
and 456 women, a total of 8196. This is an increase over the number 
enumerated in the previous report of 303 patients in the state hospitals and 
of 16 in the private hospitals. 
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As is well known this board has for some time been advocating county 
care and during 1904 there were 4647 patients under county care, an 
increase of 138 over the previous year. Besides the numbers given 
above, which are taken from tables there is another of “ indigent insane 
cared for outside the doors of the State hospitals,” which gives a total of 
4990, the impression being given that the number under county care is 
in addition to the above, a belief which is fostered by the fact that the 
names of the same institutions are given dissimilarly in the two tables, 
for example we find in the table of indigent insane Adams County Alms- 
house, Allegheny County Home, Allegheny City Asylum, etc., while in that 
for county care we find Adams County Hospital, Allegheny County Hos- 
pital, Allegheny City Home, etc., but the number of patients in the three 
former institutions are exactly the same—male, female, and total—as in 
the three latter, and this holds for the remainder of the two tables. In 
only one instance, that of Philadelphia Hospital (Blockley) are the names 
given alike. Several institutions named in the indigent insane table do 
not appear even in disguised form in the county care table and we find 
from Table II, in the latter part of the book, that 343 patients are cared 
for in almshouses, this being the difference between the two tables referred 
to above. The census for the insane is shown to be 13,209. 

County care is extolled in at least two parts of the report, and its 
success is stated to be an established fact, but the following statement 
seems significant: “Obstacles to the full development of good to be 
derived still exist, the most prominent being that of frequent change of 
management in many of our county institutions. This, of course, is to 
be expected and accepted, yet none the less to be deplored. Could the 
government and management of county homes be divorced from political 
fluctuations and made dependent upon executive ability, skill and judgment, 
the beneficial results would be most notable.” This seems to sum up the 
objections to this form of care for the insane fairly well, but nowhere 
do we find equally strong arguments in its favor. 

In referring to the crowded condition of the State hospitals the chairman 
states that “while discomfort may be experienced, the safety or health of 
the inmates is not seriously imperilled.” He does admit, however, that 
“Viewing it from the best standpoint it is not in accord with a high 
sanitary standard, and the necessity existing is deplored by the committee, 
although nothing more serious than inconvenience has as yet resulted.” 
In order to relieve the crowded condition of the hospitals “ family care” 
is advocated. 

The formation of the Association of Superintendents of Pennsylvania In- 
stitutions is spoken of in congratulatory terms. 

The report does not vary from its predecessors in general make up. 
There is much to criticise in the whole volume, the chief criticism being 
that matter is not well arranged and there is consequently inconvenience in 
reference. The report of the board proper occupies 298 pages, that of 
the Committee on Lunacy, 127 pages. W. R. D. 
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Abstracts and Extracts 


Ponction lombaire et cytodiagnostic. Importance de la numeration. Par 
L. Larvette. Journal de Neurologie, An. 11, p. 576, 20 Novembre, 


1906. 


The author wishes to call attention to the cytodiagnosis of the cerebro- 
spinal fluid by counting the cells. For this purpose he uses the counter 
of Fuchs and Rosenthal, who were the first to employ this method. It 
is superior to that of Widal, because the only instruments needed are a 
microscope and counting chamber with mixing pipette, and because it is 
more exact, giving results which may be compared by different observers, 
besides eliminating errors of technique. During the past year the author 
has examined the cerebro-spinal fluid of fifty patients by this method, 
confirming his previous results, and he now feels that he can advance 
the following proposition: There is a positive cytodiagnosis following a 
pathological reaction when a count repeated two or three times on fresh 
fluid gives an average higher than five leucocytes to the cubic millimeter. 

He then relates two cases with ear disease, in which a positive count 
was found, and in which subsequent surgical interference showed a menin- 
gitis. 

The method has the further advantages of requiring but 1 cc. of fluid 
while 3 cc. is required for the Widal method, which is a point to be con- 
sidered when the puncture has to be repeated on tae same subject, and 
of allowing the examination of the fresh cellular elements, which have 
been unchanged by any fixing agent. W. R. D. 


Les alienes dissimulateurs. Par MM. L. De Moor et J. DucHarTeau, 
Journal de Neurologie, An. 11, p. 508, 20 Aout, etc., 1906. 


The subjects here considered are cases who do not dissimulate for a 
brief period, but those who are able to extend their dissimulation over a 
considerable period. 

The conclusions to the paper are as follows: 

1. Dissimulation requires a certain cerebral tonus, the relative integrity 
of judgment and will which do not exist in psychologic states where the 
syllogistic faculties are preserved, nor in the period of remission of other 
psychoses. 

2. Dissimulation is met with in various forms of mental disease, but 
especially in melancholia, paranoia, and mental degeneracy. 
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3. Dissimulation has a much greater medico-legal importance than 
simulation, especially for the insane demanding their discharge. 

4. The diagnosis of dissimulation requires a prolonged personal observa- 
tion, preferably in an open asylum or in a hospital. W. R. D. 


The State Hospital Training Schools for Nurses. By Wiuuiam L. Rus- 
SELL. Minutes of Conference of State Hospital Superintendents and 
Representatives with the State Commission in Lunacy, held at the 
Century Club, Ogdensburg, July 11, 1906. 


Dr. Russell briefly reviews the early difficulties experienced in the 
establishment of training schools in hospitals for the insane, then tells 
of improved conditions and dilates upon present methods, comparing the 
training schools of the New York State Hospitals with certain general 
hospitals, such as Bellevue and the New York City Training School. In 
this connection he gives a copy of a record used in one of the State 
Hospitals, showing assignments to duty in the various departments and 
the time alloted to each. In conclusion, he summarizes the suggestions for 
improvement which have been made during the course of the paper, as 
follows : 

(1) That steps be taken to make the practical training of the pupil nurse 
more elaborate, systematic and thorough, and to utilize for this purpose 
all the available resources of the hospitals. 

(2) That with this in view the Committee on Training Schools be re- 
quested to prepare an outline of class-room drill, practical instruction and 
ward training which may be used as a general guide. 

(3) That this outline be made the basis of a certificate, and of a rating 
for practical efficiency by the hospital authorities of all candidates for 
graduation, this rating being used in connection with the markings on 
written examination, to make up the final average for graduation. 

(4) That entrance to the school be based upon a rating for general 
fitness, as well as upon the result of a written examination. 

(5) That the course of systematic instruction be extended so as to cover 
two full years. To do this, entrance examinatons could be held twice a 
year, and the practical training kept up continuously. This would not 
interfere with graduation or the lectures, as now arranged, and the 
increase in wages of graduates is in any case not made until October. 

(6) That the organization of the nursing force for the purposes of the 
school be made more complete and efficient, and the work assigned to it 
be more definitely outlined and made more systematic and thorough. 


Les Psychopathies chez le paysan. Par le Dr Terriev. Le Progrés 
Médical, 20 Janvier, 1906, T. XXII, p. 33. 


It was formerly believed that only the city dweller, who was exposed 
to the excitement and intellectual stress consequent upon living in a large 
center, was subject to neurasthenia and hysteria. The dweller in the count- 
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try was supposed to live a quiet life, to be without great ambitions or any 
of the affairs which tend to cause the wear on the nervous system. The 
author, from sixteeen years practice, twelve of which were passed in the 
country, finds that dwellers in the country furnish a good proportion of the 
neuropathics. 

The causes as detailed are: (a) The peasants, especially in Dundee, are 
in the habit of drinking 5 to 6 liters of wine. On feast days especially 
the drinking is more pronounced, and after such a celebration “le paysan 
buveur sacrifie surtout a l’Amour,” and infants born under such deplorable 
conditions are especially apt to be neuropaths. (b) In the country es- 
pecially, superstition is apt to be well developed. The child from its 
earliest recollection is regaled with all sorts of fantastic tales of sorcerers. 
These ideas are imprinted on the brain of the child and any misfortune 
which may befall him is referred to some supernatural agency. (c) Con- 
sanguineous marriages are common in the country district, especially where 
it is desired to preserve the joint ownership of two pieces of ground, 
(d) Little is thought of hygiene, and infections, intoxications, and auto- 
intoxications, which play such a part in the neuroses, are common. (e) 
Imitation, in a community where everyone knows everyone else, plays a 
great part, particularly whére there is a tendency to hysteria; and lastly 
the fight for existence is becoming harder and harder with the peasant, 
and he who formerly knew only physical stress is becoming acquainted 
with moral stress. The convulsive form of hysteria is extremely rare 
in the country. Paralyses, contractures, aphonias, blindness and gastro- 
intestinal symptoms are common. 

These, in the country, are easily cured by suggestion. In the cities 
where the patients try to explain their symptoms and watch the treatment 
suggestion cannot play the part it does with the credulous farmer. 

Neurasthenia is not as common in the country, but the symptoms and 
course is very similar to the form found in the city. 

The pure psychoses, in a land where degenerates are common, are 
surprisingly few. Delirium tremens and chronic alcoho! delirium are ex- 
tremely rare. 

However, with compulsory military service the peasant will probably 
contract syphilis in the city and general paralysis will become more com- 
mon. 


The Pathology of General Paralysis. By Hans Evensen. Review of 


Neurology and Psychiatry, Vol. IV, pp. 537 and 616, August and 
September, 1906. 


The naked eye appearances in general paralysis led, at an early date, 
to the pathologic changes being designated as a chronic arachnitis (Bayle, 
1822) or a chronic diffuse peri-encephalo-meningitis (Calmeil, 1826). 

The skull is generally thicker and denser than normal, owing to the 
presence of additional compact tissue, which has replaced the diploe. The 
dura is usually somewhat adherent to the skull, less so than in the senile 
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psychoses, it is thicker and more opaque than normal, the author states 
that it is difficult to decide just when the membrane is thickened, as there 
is variability in each individual case. The inner surface of the membrane 
is usually smooth and glossy, it may be rough, or it may exhibit deposits 
varying from slight films to thick, pulpy, highly vascularized, newly-formed 
membrances, lying in layers, and are the seat of hemorrhage; a hematoma 
is rarely met with. The dura may display no changes or along the middle 
line it may be adherent to the pia around the pachionian bodies, which are 
occasionally larger than normal. 

With the naked eye also, one may observe that some of the larger 
vessels when cut across show changes which are seen in senile conditions, 
A fairly uniform thickening of the inner coat of the vessels can also be 
observed. The brain substance itself usually appears softer in consistency. 
The narrowing of the frontal convolutions and diminution in weight is 
also spoken of. 

Going on to a discussion of the microscopic changes observed, the author 
first reviews the ground covered by early investigations and cites the 
opinions put forward by them. That the pia-arachnoid is thickened and 
that connective tissue proliferation is going on is next observed. The 
cells found in the pia are enumerated and mention is made of the gitter- 
zellen of Juliusberger and Boedecker. The close connection between the 
pia and the cortex due to the more intimate connection of glia and pia- 
arachnoid because of the increase in adventitia in the pial vessels, and 
because of glial proliferation is then noted. The changes in the cerebro- 
spinal fluid are next referred to and the value of early lumbar puncture 
mentioned. 

The pathologic alterations in the intracranial vessels, and especially the 
presence of plasma cells in the vessel walls, is dealt with at some length, 
and the author reiterates the doctrine: “no general paralysis without 
plasma cells.” Various views as to the origin of the plasma cells are 
cited, but one is unable to ascertain what the author’s own views on the 
subject are. The distribution of the plasma cells in dense clusters about 
the vessels is mentioned. They are distributed generally throughout the 
cortex. The author has never observed them in the lumina of vessels, nor 
very close to the lumen in the wall of a vessel. Lymphocytes and mast- 
zellen are also occasionally seen. Proliferation of adventitial nuclei in 
the smaller vessels is sometimes seen. Hyaline degeneration is also seen 
in certain cases. The fact that newly formed capillaries are formed, and 
further that, the view has been expressed that glia cells come forward to 
give support to the newly formed capillaries, their cell bodies being per- 
meated by endothelial cells which circumscribe the lumen of the new 
capillary, causes the author to express the opinion that the budding cells 
from the capillaries make their way between, not through, the glia cells. 

The author’s view regarding the presence or absence of arteriosclerotic 
changes in vessels in cases of paresis are: the endothelium does not seem 
to be altered, a newly formed layer is to be found between the elastic layer 
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and the endothelium. This new layer consists of a fibrillar ground sub- 
stance and numerous cells. The ground substance is poorly developed 
and consists of huge bundles of fibres. The fibres, as a rule, do not give 
the staining reaction of elastic tissue, but occasionally do. The changes in 
the elastic membrane are chiefly due to the development of a new layer 
which develops inside the inner lamina of the membrane. Changes suffi- 
cient to cause the obliteration of the lumen of a vessel seldom occur. 
There are not traces of fatty or calcareous degeneration. The muscular 
coat sometimes shows a narrowing and occasionally a wasting. An in- 
crease in the thickness of the adventitia is seen, caused by a connective 
tissue proliferation and cellular invasion of the adventitia by plasma cells, 
and lymphocytes occurs also at times. The author concludes his remarks 
on the vascular changes by saying “nothing definite can be said about 
the nature of vascular changes until further investigations have been 
made,” ete. 

The proliferative glia changes are then dealt with. The glial inciease 
is chiefly seen where the morbid processes are going on afresh. The 
presence of the stabchenzellen of Nissl is spoken of, and the author says 
that it is possible that later it will be found that they are of connective 
tissue origin. In describing the changes in the nerve cells the writer 
follows Nissl, describing “cell sclerosis”; fading of the cell and later 
liquefaction and the diminution in size of the nucleus. Acute cell disease 
is not infrequently and very occasionally granular decay and cell shrinking 
are seen. More marked and more widespread changes may occur if the 
process has gone on for a long time. The destruction of the medullated 
nerve fibres as described by Exner and Tuczek is then mentioned. 

The tissue changes in the cortex in paresis are usually diffuse, the glia 
proliferation and destruction of medullated nerve fibres are consequences 
of changes in the nerve cell. But the only characteristic change which 
could be said to be due to general paralysis the infiltration by plasma cells 
of the adventitial lymph spaces, and the dense aggregation of plasma cells 
must be considered as a peculiar inflammatory condition—diffuse in char- 
acter and this is the point in the anatomical differential diagnosis between 
paresis and similar changes in arteriosclerotic psychosis, chronic alcoholism 
and epilepsy and from non-inflammatory forms of cerebral lues where 
there are widespread changes without adventitial infiltrations. 

It is noted, however, that there are certain acute and sub-acute non- 
purulent forms of encephalitis in which the cell infiltration can no longer 
be made the criterion; then the whole pathologic picture must be observed 
and the fact that the paretic process is usually diffuse and an encephalitis 
is local, also aids in differentiation. The diagnosis is difficult in cases of 
the inflammatory forms of cerebral syphilis, but here again the process is 
not diffuse. Of the various etiologic factors the author regards syphilis 
as probably a necessary condition for the onset of paresis, and Kraepelin’s 
view that it is a general disease of metabolism, is quoted. Discussing 
the bacillus paralyticans of Ford-Robertson the author, although he has 
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evidently had opportunities of studying the micro-organism in Robertson's 
laboratory, does not express any positive view in the matter, but hopes 
the investigations will be carried further and taken up by other pathologists. 
The author, in the concluding paragraph says, “One thing ought to be 
considered an established fact, that the pathology of generai paralysis 
can only be established by investigations which are founded on the doctrine 
that this insanity is a general disease.” Five plates in the text and a 
profuse bibliography are the other features of the article. 


FITZGERALD. 
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Pampblets Received 


Annual Report of the Library Committee of the College of Physicians 
of Philadelphia for the Year 1905. 

Memorias De Los Medicos de la Casa de Orates De Santiago Cor- 
respondientes Al Ano 1905. 

Movimento De La Casa De Orates de Santiago En El Ano 1905, Officio 
del Administrador de la Casa al senor Intendente. 

Proposed Regulation of the Practice of Medicine and Surgery in Penn- 
sylvania in the Eighteenth Century. Charles Perry Fisher, M.D. Re- 
printed from Medical Library and Historical Journal, April, 1905. 

The Indiana Bulletin of Charities and Correction. Board of State Chari- 
ties. Extra State Conference Number, August, 1906. 

A Case of Narcolepsy, from a Specific Infection Transmitted Through 
Five Generations. Albert N. Blodgett, M.D. From the American Jour- 
nal of the Medical Sciences, August, 1906. 

Pathology of General Paralysis of the Insane. John D. O’Brien, M.D. 
Reprinted from American Medicine, Vol. X, No. 13, pages 530-532, Sep- 
tember 23, 1905. 

Some Further Observations of the Pathology of General Paralysis of 
the Insane. John D. O’Brien, M.D. Reprint from the Ohio State Medi- 
cal Journal, September, 1906. 

Howe’s Handbook of Parliamentary Usage. 

Eleventh Annual Report of the Lanark District Asylum, Hartwood, for 
1905-1906. 

Physical Economics. Erastus Eugene Holt, M.D. Reprinted from The 
Journal of the American Medical Association, July 21, 1906, Vol. XLVII, 
PP. 194-204. 

The Bulletin of the University of Nebraska College of Medicine. Pub- 
lished by the University. Vol. 1, No. 4, October, 1906. 

Ear Affections and Mental Disturbances. By Emil Amberg, M.D. Re- 
printed from the Journal of Nervous and Mental Diseases, September, 1906. 

First Biennial Report State Hospital for Inebriates, Knoxville, Lowa. 
For period ending June 30, 1906. 

The Tragedy of Chicago. A Study in Hypnotism. How an Innocent 
Young Man was Hypnotized to the Gallows. Denouncements by Savants. 
J. Sanderson Christison M. D. 

Physicians’ Visiting List, 1907. P. Blakiston’s Son & Co., Medical Pub- 
lishers, 

Education in Sexual Subjects. By Ferdinand C. Valentine, M.D. Re- 
printed from the New York Medical Journal for February 10, 1906. 
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The American Urological Association. Fred C. Valentine, M.D. Re- 
printed from the American Journal of Urology, August, 1906. 

The Venereal Peril in Its Relation to the State. Fred. C. Valentine, 
M. D. 

The Prevention of Venereal Diseases. Fred. C. Valentine, M.D., and 
Terry M. Townsend, M.D. Reprinted from the Ohio Sanitary Bulletin 
for March 1906. 1 

Urethral Dilatations with Expansible Instruments. By Fred. C. Valen- 
tine, M. D., and Terry M. Townsend, M.D. Reprinted from the American 
Journal of Surgery, January and February, 1906. 

Sixty-third Annual Report of the Utica State Hospital, at Utica, N. Y., 
to the State Commission in Lunacy for the year ending September 30, 1905. 

Biennial Report of the Board of Trustees of Milwaukee Hospital for 
Insane for the two years ending September 30, 1904. 

Practical Disinfection. Circular Issued by the Illinois State Board of 
Health, 1906. 
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